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MEETING OF OBSTETRICIANS AND 
GYNAZCOLOGISTS. 


IT is anticipated that the Coronation will be the occasion for a great 
assembly in the Metropolis of British subjects from all parts of the 
world. The occasion, therefore, appears to offer an unusually favour- 
able opportunity for promoting a social gathering of medical men 
identified with obstetrics and gynzcology from all parts of the British 
Empire. Such gatherings can rarely be brought about, but their 
value in promoting friendship and good feeling cannot be doubted. 

As already announced in this journal, it is intended to hold a 
reception at 20, Hanover Square, W., and a dinner at the Whitehall | 
Rooms, Hotel Metropole, on Tuesday, June 24. In response to 
invitations issued by the Chairman of our Editorial Committee, and 
the Presidents of the Obstetrical Society of London and the British 
Gynecological Society, promises of support have been readily given 
by practically all the teachers of obstetrics and gynecology in the 
medical schools of London and the provinces, and by the presidents 
and other officers of the societies devoted to obstetrics and gynecology 
in the United Kingdom. The list of stewards of the dinner, now 
published, shows that the importance of the occasion has been very 
widely recognised. 

One great object of the promoters of the reunion was to bring 
together the obstetricians and gynecologists of the United Kingdom, 
and the many from the British dominions who are expected in 
London for the Coronation. It is hoped that a number of dis- 
tinguished American gynecologists will be present as guests, and 
all medical practitioners interested in obstetrics and gynecology will 
be heartily welcomed. 
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THE NATURE OF THE TUBEROSE FLESHY 
MOLE 


(Syn.: FLESHY MOLE; TUBEROSE SUBCHORIAL HA:MATOMA OF THE 
DECIDUA). 


By D. BERRY HART, M.D., 


Obstetric Physician Royal Maternity and Simpson Memorial Hospital ; Gynazcclogist 
to the Royal Infirmary, Edinburgh; Honorary Fellow of the American 
Gynzcological Society ; Lecturer on Midwifery and Diseases of Women, 
School of the Royal Colleges, Edinburgh. 


THE tuberose fleshy mole, often termed shortly the fleshy mole, is 
a most striking form of abortion, and is second in interest and 
importance to the hydatid form alone. Its external appearance is 
not only characteristic, but the specimens are remarkably similar to 
one another in many respects. Thus, the period of gestation at 
which the condition occurs (second to third month), the size of the 
mass expelled, and of the placental portion, the characteristic eleva- 
tions below the chorion, are almost invariably the same in all the 
specimens, and suggest to one’s mind that there must be some 
definite mechanical cause bringing about such similarity. 


Naked-Eye Anatomy of Specimens. 


The most common form of tuberose mole is that of a thickened, 
fleshy-looking structure averaging 6 c.m. by 6 c.m. in diameter, 
and 1.5 c.m. in thickness. It is evidently placental in nature, with 
a rough, shreddy aspect, the one attached to the uterus, the opposite 
surface being, of course, amniotic. The amnion is separable, as 
usual, from the chorion beneath. 

The chorionic surface presents a very remarkable appearance, as 
it has on it a number of finger-tip-like projections, and these average 
from 5 to6in number. On section the structures seen are amnion, 
chorion, with the subchorionic projections already mentioned, whilst 
clotted blood makes up the main mass of the thickness, resting usually 
on a thin layer of serotina. The subchorionic projections contain 
blood-clot communicating with the rest of the mass, but some of 
them may be empty. This form of specimen is, thus, early placenta 
minus the membranes attached to the edge (Fig. 1). 

Sometimes the tuberose mole is expelled as a pear-shaped mass 
made up of placenta and reflexa. When laid open a small foetus is 
often found; in the former variety it is less frequently present. The 
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specimens are quite fresh as a rule, and with no odour. This 
description is based on an examination of five specimens in my 
possession, and of those figured by Breus, Granville, Walther, Gott- 
schalk, Neumann, Micholitsch, Davidsohn. 


Clinical Features. 


These are quite distinctive. The patient has the symptoms of 
early pregnancy, and then of threatened abortion during the second 
or third month. She usually imagines she has escaped miscarrying, 
but the uterus does not increase in growth ; she remains amenorrheeic, 


Fic. 1.—AMNIOTIC SURFACE OF A SPECIMEN OF TUBEROSE FLESHY MOLE, 
WITH EMBRYO (NATURAL SIZE). 


There are six tuberose projections. 


The embryo is 11 millimetres long. 


and finally expels such a mole as described above, five, six, eight, 
eleven, or even eighteen months after conception. 

The case may be exceedingly puzzling, but a consideration of the 
whole facts should lead to a correct diagnosis. One may, however, 
not make out the first case one meets with. The knowledge of the 
long retention of such specimens should also make one refuse to 
express any opinion as to the chastity of a woman who has ex- 
pelled such a mole, and whose husband has been absent for a longer 
period than three months. 

The history, from the medical attendant’s point of view, will 
therefore probably be as follows: he is called to a threatened abor- 
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tion at the third month, and believes he has arrested it. No fresh 
discharge occurs, and the patient and he will agree that her preg- 
nancy is progressing normally now. After a time, however, she will 
notice that her abdomen is not increasing in size, and when the 
medical man is again consulted he will find, on bimanual examina- 
tion, the uterus still the size of a two or three months’ pregnancy. 
If he diagnoses subinvolution of the uterus and puts down the 
amenorrhcea to an accidental cause, the ultimate expulsion of the 
mole will clear up his ideas. 


Views of Previous Observers. 


Brews (1892) was the first to write at length on this subject, and 
his monograph is an important one. He describes carefully the clinical 
features and pathological anatomy of five cases, and states his views 
as follows: He believes that cases like the ones described form a 
class by themselves, and he terms the condition ‘tuberose sub- 
chorial hematoma of the decidua.’ He holds that the primary link 
in the chain is the death of the embryo from some undetermined and 
varying cause. The foetal membranes, he believes, continue to 
develop for a time. The amnion and chorion he holds to be 
nourished by the maternal blood. The membranes will thus increase 
in area, and, as the amniotic fluid is small in amount, the amnion 
and chorion will be thrown into folds. These folds are thus pre- 
formed, and become filled with blood when hemorrhage and 
ultimate abortion occurs. 

WALTHER (1892), BROsIN (1896), and DELBANCo (1896) have also 
described cases. 

NEUMANN (1897), criticising Breus’ views, describes eight cases 
where similar subchorionic protuberances existed with older fetuses ; 
he criticises rightly the view that the amnion and chorion grow after 
foetal death. The largest embryo in Breus’ cases was 17 m.m. 
long, but Neumann had in his specimens foetuses of 2°5 c.m., 
and even 10°5 c.m. long. Hefurges that the subchorial hematoma 
of Breus is not a special form, but merely a fleshy mole, and cannot 
be separated from it. He urges that the protuberances arise from 
subamniotic blood-gushes, and that these, and not the death of the 
embryo, are the primary cause, and that the membranes do not 
grow after the death of the embryo. He holds, finally, that the fleshy 
mole can occur at various periods of pregnancy. Breus has replied 
hotly to this criticism by Neumann, and the latter has again restated 
his views. Breus urges that eight of Neumann’s ten cases are not 
fleshy moles, and are thus not available for criticism of his views. 
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GOTTSCHALK (1899) inclines to Breus’ views, but states his belief 
that the early chorio-villous capillaries are not present, and thus the 
embryo dies after the yolk-sac has become atrophied. The further 
changes he gives as Breus does. 

DAVIDSOHN (IgoI) distinguishes between a blood mole and a 
fleshy mole as follows: In the blood mole the tissue of the ovum is 
destroyed and replaced by blood-clot; while in the fleshy mole the 
blood effusion is of an older date, varies in colour, and may form a 
solid, compact mass. He regards Breus’ subchorial hematoma of 
the decidua as differing from these both in result and clinically. 
This form of mole is never more than the size of a fist, has its 
characteristic tuberosities, and is retained for several months in 
utervo—t.c., the woman’s amenorrhcea is prolonged, and the apparent 
two to three months pregnancy is quite out of proportion to the 
often large number of periods missed. Davidsohn gives a good 
summary of the various views, considers Gottschalk’s theory un- 
tenable, and passes on to consider his own two cases, where he made 
a careful microscopical examination. The important part is his 
description of the compact layer of the basal serotina,* which he 
speaks of as retaining its characteristics, although the decidual cells 
are smaller, while at some points it is necrotic or infiltrated with 
blood and lime-salts. In his second specimen he speaks of the basal 
serotina as totally necrotic—‘ Die Decidua basalis ist total necrotisch.’ 
He makes the important statement that the chorion is not devoid of 
bloodvessels, and this, of course, is against Gottschalk’s hypothesis. 
He himself urges that a primary hydramnios gives the explanation 
of the condition. 

I have now only to add, to complete this summary, that in 1899 
I accepted Breus’ view as to the primary death of the embryo, but 
withdraw that adhesion now, owing to my ascertaining some con- 
ditions to be described presently ; and that Fothergill, in the same 
year, drew attention to the part decidual cells play in causing absorp- 
tion of villi—‘ Decidual cells destroy foetal epithelium and organize 
blood-clot.’ 

Micholotisch (1gor) has also described a case of mole with the 
additional rare condition of some hydatiginous degeneration of the 
chorionic villi. The drawing appended to his paper shows the con- 
dition well. 

I now wish to consider the nature of the tuberose fleshy mole so 
far as my own specimens are concerned, and begin by discussing— 


* The basal serotina or decidua basalis is the ordinary serotina; the reflexa in 
the decidua capsularis. 
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Normal Placental Structure in its Bearings on the Changes in 
the Tuberose Mole. 


I take this up as follows: 

1. General architectural structure of the placenta; the intervillous 
circulation. 

2. Physiological thrombosis of the sinuses in the basal serotina and 
uterine wall. 

3. Structure of villi. 

1. I here take up what may be termed the architectural features 
of the placenta, and conveniently for this purpose we may study the 
schematic drawing Leopold gives of its structure in Plate XXX. of 
his atlas ‘ Uterus und Kind.’ We see there the placenta made up of 
amnion and chorion, the latter sending off abundant villi which 
touch the basal serotina with their tips. The maternal blood flows 
round these villi in the intervillous spaces (Fig. 2). 

The basal serotina sends processes towards and up to the 
chorion. These we may term ‘septa cotyledonis’ or ‘ chorio-basal 
septa.’ The bloodvessels bearing maternal blood to the intervillous 
spaces pass up these septa and open on the free lateral surfaces of 
the latter, while the maternal blood is returned from the intervillous 
spaces by vessels whose mouths open on the free surface of the basal 
serotina between the bases of the chorio-basal septa. The free surface 
of the basal serotina is the large-celled layer, and nearer the uterine 
wall is the spongy layer where the tuberose mole usually separates 
and is cast off. In the former, one sees sections of bloodvessels, 
thin-walled and venous or arterial. They are difficult to distinguish 
unless one keeps in mind Waldeyer’s points of difference (see these 
at p. 33 of his paper, and also in Minot’s ‘ Embryology,’ p. 372). 

The special points thus to be noted are as follows: (a) A certain 
number of the chorio-basal septa unite the basal serotina and the 
chorion; (b) blood flows into and out of the intervillous spaces, 
passing through the basal serotina ; the marginal sinus also returns 
blood from the intervillous spaces (sinus of Meckel). 

2. Physiological Thrombosis of the Sinuses in the Basal Serotina and 
Uterine Wall.—Friedlander was the first to point out that during 
and after the eighth month of pregnancy some of the sinuses in the 
uterine wall below the placental site become blocked. He believed 
this to be due to an accumulation of granular cells in the sinuses, 
to blood-clotting, and to the development of young connective 
tissue. 

Leopold next showed that the same condition was present in 
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the serotina about the end of pregnancy, and confirmed Friedlander’s 
observations. He believes, however, that the condition is produced 
by wandering cells passing through the sinus walls. Gulland and 
the writer, however, found the same conditions present in the 
pregnant uterus at the seventh week. In the compact layer of the 
serotina were found venous sinuses where the endothelium lining 


AMnion. 
 ~Chorion. 


Muscle. 


FIG. 2.--STRUCTURE OF FULL-TIME PLACENTA (LEOPOLD). 


a=Serotina. Note relations of vessels to serotina. 


them was beginning to proliferate, while others were blocked entirely 
with young connective tissue. 

3. Structure of Villii—I do not consider this fully at present, but 
point out that the villi possess a core of myxomatous tissue (mesoderm), 
with a double or triple layer of epithelium outside (ectoderm). The 
villi are thus somatopleuric processes, and are bathed in the maternal 
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blood. Gulland and I also pointed out, that where the tips of the 
villi touched the basal serotina, phagocytic action was going on, with 
absorption as its result, and thus a degeneration layer was formed, 
which I had previously noted in the third-stage placenta. 


Microscopical Anatomy of the Tuberose Mole in the 
Author’s Specimens. 


For this purpose I examined three specimens by the celloidin 
method, as the sections are brittle, and apt to break when the 
ordinary paraffin procedure is followed. The part examined was 
large enough to give the lateral boundaries of the characteristic 
tuberosities developed beneath the chorion. 

On examination, the sections of two were found to include the 
structure from amnion to the large-celled layer of the basal serotina, 
so that the specimens had separated at the spongy layer. The parts 
shown are therefore amnion, chorion, villi and tntervillous spaces, 
with the large-celled serotinal layer. 

The amnion and chorion are well preserved, and call for no 
special remark. The amnion is naturally a tough elastic membrane, 
and both are away from phagocytic action. The intervillous spaces 
are occupied with effused clotted blood, in which one can see 
scattered decidual cells and villi, both much altered, and recognisable 
more from their outline than from their structure. 

A very important point is that at the sulcus bounding the base 
of the characteristic chorionic tuberosities, already described, one 
can see a chorio-basal septum persisting, but with a curved outline, 
instead of the normal straight one already described (vide Figs. 
3 and 4). 

In the large-celled layer very evident changes are present. One 
can note villi in various stages of absorption, some with epithelium 
fairly intact, others with it completely absorbed, and only the core 
left. The most important feature is the blocking of the thin-walled 
sinuses, whose lumen is invariably blocked with organized con- 
nective tissue. With care they can be distinguished from villi, and 
some are especially easy to pick out, owing to their curved outline 
(Fig. 3). | 

The view my preparations indicate seems to me to be the 
following : 

1. There is an undue blocking of the serotinal sinuses in the 
large-celled layer. This leads to— 

2. A slow engorgement of the intervillous circulation. This will 
bulge out the chorio-basal septa, and as these tack down the 
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chorion at definite points, the amnion and chorion will bulge up 
between. This produces the tuberose swellings (Figs. 3 and 4). 


FIG. 3—FROM MICROPHOTOGRAPH OF SECTION AT EDGE OF TUBEROSE 
SWELLING (C). 


A, Chorio-basal septum, bulged; 8, serotina, with thrombosed sinuses and villi. The 
dotted line at c passes through amnion. 


F1iG. 4.—DIAGRAM TO SHOW RELATIONS OF SEROTINA, CHORION WITH 
AMNION, AND CHORIO-BASAL SEPTA IN TUBEROSE FLESHY MOLE. 


The amnion and chorion, with tuberosity, are above; the serotina is below, and the 
two bulged vertical chorio-basal septa are seen joining serotina and chorion. 


3. The embryo dies as the result of this interference with the 
circulation, and its death is ‘ secondary.’ 


4. The placenta becomes a thrombosed mass, and is retained a 
certain time before expulsion. 
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I agree with Breus that the tuberose fleshy mole is a distinct 
form of fleshy mole. I differ from him in that I make the death of 
the embryo secondary and not primary. The primary link in the 
chain of events is the excessive clotting in the serotinal sinuses from 
a cause as yet unknown; then follow the other stages I have 
described. 
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VAPORIZATION OF THE UTERUS. 


By G. F. BLACKER, M.D., B.S., F.R.C.S., 


Obstetric Physician to Out-patients, University College Hospital ; Obstetric Physician, 
Great Northern Central Hospital. 


THE modern revival of vaporization of the uterus we owe to Pro- 
fessor Sneguireff of Moscow, who in the year 1894 published a paper 
upon ‘The Use of Steam as a Means of Arresting Hemorrhage.’ 
At that time he had employed it for some six or seven years in his 
surgical practice, and he had tested its capabilities as a hemostatic 
in operations upon the liver, spleen, lungs, kidneys, and other organs. 
He found, in an experience of from 400 to 500 cases, that it acted 
promptly and efficiently in the arrest of hemorrhage, that it pro- 
duced no bad after-effects, and that raw surfaces exposed to its action 
during surgical operations healed by first intention. 

While the merit of having introduced this therapeutic measure 
into gynecology is due to Sneguireff, we are greatly indebted to 
Ludwig Pincus of Danzig for the energy with which he has advocated 
vaporization of the uterus. He has introduced many important 
modifications into the apparatus employed, has laid down very fully 
the indications and contra-indications for and against the operation, 
and has done more than anyone else to establish it upon a firm and 
scientific basis. While we may not agree with all that Pincus has 
written upon the subject, we cannot but admire the zeal with which 
he has endeavoured to enlarge the scope of the operation, and to 
overthrow the many objections raised to its employment. 

The apparatus used consists essentially of a small steam boiler 
made sufficiently strong to withstand a pressure of three atmospheres, 
fitted with a safety valve, dynamometer and thermometer, and an 
exit tube for the steam. The modified apparatus of Sneguireff, 
which I have used, is fitted with a dynamometer, and is heated by 
a Bunsen’s burner. That recommended by Pincus is fitted with a 
thermometer, and is heated by one or more spirit lamps. The steam 
is conducted to the intra-uterine cannula by a thick-walled rubber 
tube of about 1 metre in length. The cannula is a modification of 
the ordinary Bozemann’s double-channelled intra-uterine tube, and 
has, as the tube itself becomes too hot to hold, a protected handle 
attached to it at right angles. In the model employed by Pincus 
the outer channel of the cannula is fitted with an outlet tube, so that 
the returning steam can be led away and does not escape from the 
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uterus into the vagina. His apparatus is further provided with a 
double way stopcock between the steam-tube and the cannula, so 
made that the steam from the tube may be admitted directly into the 
cannula or allowed to escape externally. Pincus aims at conducting 
the steam into and from the uterus by the double-channelled cannula, 
so as not to allow it to come in contact with the vagina or vulva, 
while in Sneguireff’s pattern of vaporizator the steam escapes directly 
from the uterus into the vagina, and scalding of the latter passage 


Thermometer 


Return tube 
for steam 


_— 


Double wa Nandla 
Stop cock 


Eseape tube 
for ‘steam 


FiG. 1.—APPARATUS OF LUDWIG PINCUS, 


must be prevented by the employment of a cold douche or some 
other means. 

Pincus has extended and amplified the original recommendations 
of Sneguireff, and employs the steam in two different ways. In the 
first, which he calls atmocausis, the apparatus being termed an 
atmocautery, the steam is allowed to act directly upon the interior 
of the uterus, while in the second one, which he terms zestocausis, it 
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is employed to heat a hollow intra-uterine metal tube termed a 
zestocautery, which thus forms a kind of modified cautery. That 
part of the metal tube which lies in the cervical canal is provided 
with a protective covering either of celluvert (compressed wood 
fibre) or of a piece of indiarubber drainage-tubing. If celluvert be 
employed, it is necessary to have several different tubes corresponding 
to the varying sizes of the uterine cavities operated upon, while if 
rubber tubing is used it can be cut to any required length at the 
time of the operation. The apparatus devised by Pincus is more 
convenient to use than that of Sneguireff, gives more certain results, 
and entails less danger of scalding either the patient or the operator. 


2,—APPARATUS OF SNEGUIREFF. 


Zestocausis has never been practised to the same extent as 
atmocausis, and the zestocautery does not appear to possess any 
advantages over the use of either the electric or Paquelin’s cautery. 

The operation of vaporization of the uterus can be performed with- 
out an anesthetic. There is little or no pain connected with it, and 
one of the advantages claimed for it is that it can be practised 
without the production of anesthesia. The administration of an 
anesthetic is, however, preferable in the great majority of cases; 
not only does it allow the operation to be more efficiently performed, 
but it has the great advantage of allowing a careful bimanual 
examination of the pelvis to be made, and so the possibility of over- 
looking any signs of old or recent pelvic inflammation to be reduced 
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to a minimum. It is claimed that the non-administration of an 
anesthetic allows the operation to be performed upon out-patients, 
and that it is an advantage for the patient to be able to say when 
she feels pain. The pain is probably due to painful contractions of 
the uterus, set up by the steam commencing to act upon the muscular 
fibre of the uterine wall after destruction of the mucous membrane. 
The occurrence of such pain is, then, an indication for ceasing the 
vaporization, and if the patient is under an anesthetic this guide is 
lost. On the whole, however, the advantages that attend the con- 
dition of complete anesthesia of the patient, and the lessened 
liability there is to the occurrence of scalding from a sudden move- 
ment upon her part, renders the administration of an anesthetic 
desirable in all cases. The operation should not be performed upon 
out-patients, and confinement to bed for some days is an essential 
feature of the after-treatment. The introduction of a laminaria or 
tupelo tent into the cervical canal over-night is a decided gain. It 
enables the dilatation of the cervix to be readily carried out with 
Hegar’s dilators to an extent sufficient to admit the finger, and also 
diminishes the chances of cauterization of the cervical canal during 
the introduction of the cannula or by the escaping steam. Curettage 
of the cavity of the uterus may or may not be required. In cases 
where there is definite thickening of the mucous membrane of the 
uterus—as, for example, in cases of hypertrophic endometritis—the 
whole of the interior of the uterus should be carefully curetted before 
it is steamed. In cases, however, where, on digital examination, 
little or nothing is found in utero, as often occurs in cases of pre- 
climacteric or climacteric hemorrhages, preliminary curettage may 
be omitted. In all cases where the curette is employed the fragments 
removed should be subjected to a careful microscopic examination, so 
as to avoid the danger of overlooking a case of early malignant 
disease. | 

The operation itself is carried out as follows: With the patient 
under an anesthetic, a careful bimanual examination is made. ‘The 
uterus is then drawn down with a vulsellum, and the cervix dilated 
with Hegar’s dilators sufficiently to admit the finger. The interior 
of the uterus is explored, and, if necessary, curetted. It is then 
washed out with an intra-uterine douche of some antiseptic solution at 
a temperature of 115° F., to arrest the hemorrhage. If this has not 
already been done during the progress of the dilatation, the length 
of the uterine cavity is carefully measured, and a cannula of the right 
size is selected, or a covering of drainage-tubing cut to a proper 
length, so that the cervical canal is completely protected. The 
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whole apparatus should be warmed by allowing the steam to pass 
through it for a few minutes, and while this is taking place, the 
cannula must be held below the level of the boiler, so that the con- 
densed water which collects in the tubing may readily escape. The 
posterior vaginal wall and the perineum are protected by a Sims’ or 
wooden speculum. The tube is now introduced into the uterus with 
the steam shut off, and, by turning the double way stopcock, the 
steam is allowed to enter for a definite length of time, depending 
upon the nature of the case and the result desired. The time varies 
from ten seconds to as long as three minutes. Pincus lays great 
stress upon using steam at a temperature of at least 115° to 116° C., 
and allowing it to act for as short a time as possible—about fifteen 
to thirty seconds. The time should be measured from the moment 
at which steam is first seen to escape either from the return tube or 
from the uterus. During the progress of the vaporization, the 
cannula may be carefully moved from side to side in the uterus, so 
as to try and expose the whole surface of the mucous membrane to 
the action of the steam. After the completion of the operation, a 
small iodoform gauze packing is placed in the cervix, and another in 
the vagina. The latter should be removed at the end of from twenty- 
four to thirty-six hours, and the former after three or four days. If 
pain in the abdomen is complained of, it can be treated by an ice- 
bag or by hot fomentations ; it is, however, unusual for any severe 
pain to be felt. 

No special after-treatment is required. Vaginal douches may be 
given when the sloughs begin to separate about the end of the first 
week, if it be thought desirable. A thinnish blood-stained discharge 
usually sets in on the second or third day, and continues for some 
nine or ten days. The patient should be kept in bed for a week to 
ten days after the operation. If there are any signs of pelvic inflam- 
mation, complete rest in bed is essential until they have disappeared. 
Colicky uterine contractions sometimes occur when the sloughs are 
being expelled; if severe, they can usually be relieved by passing a 
speculum and removing with forceps the small shreds of tissue which 
may be found in the cervical canal or the body of the uterus. If it is 
necessary to repeat the operation, an interval of three or four weeks 
must be allowed to elapse. 

If a form of apparatus be employed in which the steam and con- 
densed water are allowed to flow back into the vagina, steps must be 
taken to prevent scalding of the patient. This is best avoided by the 
administration of a cold vaginal douche during the time that the 
steam is allowed to pass into the uterus. It can easily be arranged 
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so that while the posterior vaginal wall and perineum are bathed by 
the cold lotion no risk is run of cooling either the uterine cannula or 
the steam tube, and so causing condensation of the steam. 

It is unsafe to attempt to carry out this mode of treatment except 
with a properly-fitted apparatus. From a neglect of this precaution 
I have seen scalding occur not only of the patient, but also of the 
operator and his assistant. 

The question as to what is the temperature at which the steam 
acts in utero is one that has aroused a good deal of discussion. 
Flatau experimented with uteri removed in the dead-house. These 
he placed in a hot-water bath until they were raised to a temperature 
of 38° C. He then introduced a thermometer into the interior 
of the uterus through an opening in the fundus, and passed in steam 
at a temperature of 100° C. At the end of one minute the ther- 
mometer in wtero had risen to 65° to 75° C., at the end of two 
minutes to 75° to 85° C., and at the end of five minutes to 95° C. 
Fuchs points out that Flatau’s experiments are not very reliable, 
because they were conducted with an old-fashioned apparatus in 
which marked cooling of the steam can occur during its passage to 
the uterus. Stapler attempted to determine the temperature of the 
steam by introducing the atmocautery and zestocautery into water 
at a temperature of 37° in a test-tube in which a maximum and 
minimum thermometer was placed. The highest temperature 
reached with the atmocautery after the lapse of one minute was 
go° to 95° C., and with the zestocautery, after the same lapse of 
time, was 90° C. The water in the boiler stood during the experi- 
ments at a temperature of 100° to 102° C. Pincus experimented 
with the uterus of the cow, into one horn of which he tied a ther- 
mometer. On passing in steam at a temperature of 115° C., he found 
the temperature in the uterus rose to 98° to gg° C. in as short a time 
as 5 to 15 seconds. The value of all such experiments must largely 
depend upon the relation that the thermometer bears to the inflowing 
steam. Fuchs employed a Champetier de Ribes’ bag to represent 
the uterus, which he raised to a temperature of 38° C. by immersion 
in a water-bath. With the water in the boiler standing at a tempera- 
ture of 118° to 119° C. he found, on allowing the steam to flow in, 
that the thermometer in the interior of the bag reached 98°5° C. 
in thirty seconds, and 100°25° C. in sixty seconds. The loss of 
heat during the passage of the steam from the boiler to the tube 
amounted, therefore, to about 20° C. It must be borne in mind that 
the conditions when the steam is under a pressure of two or three 
atmospheres in the boiler are quite different from those which obtain 
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when it is allowed to flow more or less freely through the steam-pipe 
and the cannula. A fall of pressure must at once occur in the latter 
case, which is, of course, accompanied by a corresponding fall of 
temperature. It is impossible to raise steam to a temperature of more 
than 100° C. except under pressure. Pincus does not believe that 
the loss of heat amounts to more than about 8° C., and maintains that 
the fall of pressure can be to some extent obviated by not allowing 
the steam to escape freely through the return-tube of his apparatus. 
The pressure in the uterus cannot, even under these conditions, 
much exceed that of the atmosphere, and it is therefore hardly 
possible for the steam i” utero to be at a higher temperature than 
100° C., even if it always reaches that point, which seems improbable. 
If it does, it certainly cannot be maintained at such a high level for 
more than a very short time. 

Koslenko, experimenting with the uteri of dogs, found that the 
higher the initial temperature the more rapidly the loss of heat 
occurred. Under a pressure of two atmospheres he obtained a 
temperature of 115° to 116° C. in utero, which lasted for only five to 
ten seconds. A temperature of 100° C. could be maintained for five 
minutes, a temperature of 106° to 108° C. for half a minute, and a 
temperature of 110° to 111° C. for a quarter of a minute. The 
results of these various experiments are somewhat contradictory, but 
we shall probably be correct in saying that the temperature of the 
steam in the uterus rarely reaches 100° C., and never exceeds that 
point. The contention of Flatau that the results obtained depend 
rather upon the action of hot water than upon that of steam is 
probably well founded, and must be admitted as correct in, at any 
rate, many instances. It is also impossible to deny that probably the 
heat of the catheter itself plays an important part in causing the 
effects observed. 

Passing on to consider the actual results produced upon the 
uterine mucous membrane, we again find very divergent statements. 

That the steam is capable of producing necrosis of the whole 
of the mucous membrane and complete obliteration of the cavity 
of the uterus is certain from the cases recorded by Diihrssen and 
others. The reasons are not at all clear why in one case an applica- 
tion of steam at a temperature of 100° to 105° C. for only half a minute 
will produce such a result, while in another case the application of 
steam at a temperature of 115° to 120° C. for as long as two minutes 
produces only superficial destruction of the mucous membrane of the 
uterus. The difference appears to depend upon the size and shape 
of the uterine cavity, the degree of the uterine contraction that is 
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produced by the entrance of the steam—the more marked the uterine 
contraction the greater, as a rule, the effect—and the amount of blood 
or discharge that is present in utero at the time. It is not uncommon 
to find the effects produced much more marked at some points than 
at others, and it is probable that when this is so the action has been 
due to the heat of the hot tube—viz., to zestocausis—and not to the 
action of the steam or atmocausis. 

The danger of such a cauterization of the uterine wall is well 
illustrated by Treub’s case, reported by Van de Velde, of death 
following perforation of the uterus. To avoid this danger the intra- 
uterine tube should not be introduced for more than two-thirds of 
the distance from the internal os to the fundus, and the point of the 
instrument should not be allowed to press upon the inner surface of 
the uterine walls during the operation. For this reason those forms 
of cannulz in which the flow of steam is directed backward are not 
very suitable, since if the rule be observed not to pass the cannula 
up to the fundus of the uterus, with the use of such an instrument 
a considerable portion of the uterine wall will not be exposed to the 
action of the steam. The irregular distribution of the effects upon 
the mucous membrane gives some colour to the contention that they 
are produced by the action of hot water rather than by that of 
steam. It was at first thought that one of the great advantages 
of this mode of treatment would lie in the uniform effect produced 
upon the whole of the surface of the uterus to which the steam 
had had access, and for this reason good results were anticipated 
in cases where the uterine cavity was irregular from the presence 
of fibroid tumours. No such general effect is, however, produced, 
and the best results are obtained in uteri with a small and regular 
cavity. 

Koslenko has examined uteri removed on the first to the ninth 
day after vaporization had been carried out for twenty seconds 
with steam under a pressure of two atmospheres, at a temperature, 
therefore, of about 115° to 120° C. Microscopic sections showed 
destruction of the superficial layers of the mucous membrane and 
a small-celled infiltration of the tissues in the neighbourhood. 
Portions of the mucous membrane retained their surface epithelium 
intact, and only the superficial part of the glands had been destroyed, 
nothing like total destruction of the mucous membrane being found. 
In the cervical canal the epithelium on the summits of the ridges of 
the arbor vite had been destroyed, but not that in the intervening 
depressions. From an examination of his specimens he concluded 
that the separation of the necrosed tissues occurred from the third to 
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the sixth day, when they were usually expelled, and that regeneration 
of the mucous membrane began about the ninth day. 

Czempin, in a uterus removed from a patient twq months after 
vaporization for two minutes had been practised, found that in the 
places where the mucous membrane had been shed a new but atrophied 
membrane had developed. It consisted of a thin layer of connective 
tissue showing a small-celled infiltration with some large capillary 
vessels, with no signs of any glands, and covered by a single layer 
of epithelium. He thought such a condition would be found present 
in those cases where the periods failed to reappear after the per- 
formance of vaporization, but where the uterine cavity remained 
patent. In a uterus removed on the tenth day after steaming for 
fifteen seconds at a temperature of 112° C., Falk found the following 
condition: Dark red sloughs were present upon the lateral walls of 
the uterus, cedematous swellings at the tubal angles, and unaltered 
epithelium at the fundus and between the necrotic patches. Micro- 
scopic examination showed unaltered mucous membrane in the 
immediate neighbourhood of sloughs which extended down to the 
muscular coat. The elastic and muscular fibres showed signs of 
chronic metritis, but had not been affected by the steaming. 

Pit’ha, by introducing the cannula first into one angle of the 
uterus and then into the other, produced an effect upon almost the 
whole of the mucous membrane. He found the sloughs partly 
separated on the tenth day, and completely so on the fourteenth day 
after vaporization. 

Prochownick examined six uteri extirpated after vaporization. 
In those steamed with the apparatus of Pincus he found very 
irregular and unequal changes in the mucous lining. In the cases 
treated with Diihrssen’s model the results were more regularly 
distributed, and consisted of destruction of the epithelium, and of the 
sub-epithelial layer, and retention of the deeper parts of the glands. 
The discharge of complete casts of the mucous membrane of the 
uterus down to and even including the superficial part of the 
muscular coat shows that such total destruction can occur. We 
are, however, at present unable to say definitely in what class of 
cases it is likely to occur, or in what kind of uterus it can be obtained 
with certainty, if desired. In four cases recorded by Diihrssen total 
obliteration of the uterine cavity took place in three, while in the 
remaining one the uterus underwent definite atrophy. In all four 
permanent cessation of the menses followed the operation. An 
examination of these results shows that at times the destruction of 
the mucous membrane produced is very complete, and the chief 
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danger of the operation in young women is the difficulty of certainly 
controlling the effect produced. The observations of other observers 
do not bear out the contention of Pincus, who maintains that it is 
easy to graduate the effects produced upon the mucous membrane by 
varying the temperature of the steam or the length of time for which 
it is applied. 

The chief dangers and complications that may attend the opera- 
tions of atmocausis and zestocausis are as follows : 

1. Inflammation of the pelvic peritoneum, the cellular tissue, the 
ovary or the tube. 

2. Stenosis and atresia of the cervix. 

3. Complete necrosis of the mucous membrane of the uterus and 
obliteration of its cavity. 

4. Excessive atrophy of the uterus. 

5. Perforation of the uterine wall. 

In order to reduce the danger of setting up inflammatory con- 
ditions in the pelvis, the rule must be adhered to that the presence of 
any signs of old or recent pelvic inflammation are an absolute bar 
to the practice of vaporization. Indeed, this forms its main contra- 
indication. Out of 145 cases recorded by Schiffer, Steinbiichel, 
Flatau, and Schlutius, in 8 or 5°5 per cent. of the cases pelvic in- 
flammation occurred. In two cases a mild attack of pelvic cellulitis 
occurred, in two cases an attack of pelvic peritonitis, and in four 
cases an acute exacerbation of pre-existing inflammatory conditions. 
In one of the cases in which parametritis set in the zestocautery had 
been used, and in the remaining cases the atmocautery. 

V. Guérard has recorded a case.of total extirpation of the uterus 
on account of severe pains following the operation of atmocausis. 
The patient, thirty-one years of age, had borne three children. After 
ventrofixation had been performed upon her for chronic abdominal 
pain, she became pregnant, and miscarried at the fifth month; 
severe hemorrhage occurred during the puerperium, persisting for 
some considerable time, and for this atmocausis was performed. 
No details are given either of the temperature of the steam or of the 
length of time for which it was applied. The patient was confined 
to bed for five or six weeks after the operation, and for the first six 
or seven days complained of pelvic pain. The periods failed to 
reappear, but very severe attacks of abdominal pain occurred at 
fairly regular intervals. On examination, the uterus was found to 
be anteflexed and fixed, there were inflammatory masses in both 
posterior quarters of the pelvis, and the sound could not be passed 
into the uterus. Total extirpation of the uterus, which measured 
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II centimetres in length, was carried out, and its cavity was found 
to have entirely disappeared. The author suggests that the failure 
of the uterus to atrophy after obliteration of its cavity was the cause 
of the pains, but the chronic inflammation of the appendages and the 
previous ventrofixation may have been contributory factors. 

Van de Velde’s fatal case was that of a woman who had suffered 
from severe hemorrhage for fourteen weeks. The uterus and 
appendages appeared normal. After dilatation of the cervix up toa 
size corresponding to No. to of Hegar’s dilators, steam at 105° C. 
was applied to the interior of the uterus for one minute. The 
patient died on the third day after the operation, with the signs of 
septic peritonitis. At the post-mortem examination a perforation 
into the peritoneal cavity was found in the anterior wall of the 
uterus near the fundus. It is probable that in this case the uterus 
had contracted down on to the end of the tube, and that the latter 
had acted as a cautery and produced secondary sloughing of the 
uterine wall. Of the two other fatal cases recorded by Pincus, one 
occurred in private practice, and no details are forthcoming, and in 
the second a pyosalpinx appears to have ruptured during the opera- 
tion. Such a result cannot occur if the rule that disease of the 
appendages forms an absolute bar to vaporization being undertaken 
is carefully observed. 

Pincus has collected 833 cases of vaporization ; of these, 749 were 
cured or benefited, and 3 died—a mortality of *37 per cent., or about 
the same as that attending the operation of curettage. 

When properly carried out, atmocausis is certainly not more 
dangerous than any other form of intra-uterine manipulation. While 
the chances of the occurrence of stenosis or atresia of the cervix and 
that of obliteration of the uterine cavity are possibly greater than 
after curettage, yet it must not be forgotten that such accidents do 
occur even after the latter operation, and cases of this kind have 
been recorded by Fritsch, Wertheim, and others. 

Of the seventy-two cases recorded by Steinbiichel, stenosis of the 
cervix occurred in two cases, and closure of the internal os in one 
case. All three cases were readily cured by dilatation, and the last 
patient subsequently became pregnant. Schlutius met with stenosis 
of the cervix once in an experience of fifty-seven cases. In this 
instance the zestocautery had been employed. 

A case in which very marked atrophy of the uterus followed 
vaporization has been recorded by Baruch. The patient, a woman 
twenty-seven years of age, was delivered of a full-term child in 
December, 1895. On the fifth day after delivery a rise of tempera- 
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ture occurred, and she was confined to bed for three weeks. The 
periods, although she did not suckle, did not return until four and a 
half months after delivery, when they came on profusely, and lasted 
eight weeks. For this vaporization of the uterus was performed by 
a medical man. The bleeding at once ceased, and did not return. 
The periods failed to reappear, and the patient, who had previously 
been quite regular, began to complain of headaches, flushing, and 
palpitation of the heart. When seen in November, 1897, the uterus 
was found to be hard, very small, retroverted, and completely fixed. 
A sound could not be passed, and the cervical canal was found to be 
obliterated. No details are known as to the temperature of the 
steam or the length of time for which it was applied. 

By the application of steam at a high temperature for as short a 
time as possible, and by the use of a properly protected cannula, the 
risk of these mishaps can be reduced to a minimum. 

The various conditions of the uterus for which atmocausis and 
zestocausis have been recommended as appropriate methods of treat- 
ment are at the present time very numerous, and this is not sur- 
prising when we remember that Pit’ha, one of its main adherents, 
considers that the steam can act as an antiseptic, disinfectant, 
deodorant, caustic, and local anesthetic. No doubt further experi- 
ence will show that the method is not suitable for some of the condi- 
tions for which it is at present employed, and yet other conditions 
will be found in which it will give good results. 

The indications laid down by various writers at the present time 
are the following : 

1. The main varieties of endometritis, including glandular, 
interstitial, gonorrhceal, senile, and endometritis with dysmenorrhcea. 

2. Secondary post-partum hemorrhage and subinvolution of the 
uterus. 

3. Hemorrhage from the uterus in cases of interstitial fibroid 
tumours. 

4. Preclimacteric and climacteric hemorrhages. 

5. Hemorrhage from the uterus in cases of hemophilia. 

6. Cases of puerperal sepsis in which the infection is still confined 
to the uterus. 

7. Cases of putrid abortion, with septic intoxication. 

8. In all cases as an alternative measure where total extirpation 
of the uterus is under consideration for severe hemorrhage or dis- 
charge. 

g. In cases of erosion or chronic inflammation of the cervix, and 
as a palliative measure in cases of carcinoma of the uterus. 
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10. To obliterate the uterine cavity after supravaginal amputation 
of the cervix. 


11. To render sterile the interior of the uterus before the per- 
formance of hysterectomy. 

12. To destroy the mucous membrane of the body of the uterus, 
so as to avoid the possibility of carcinoma developing in it. 

13. To produce artificial sterility by the destruction of the 
functions of the endometrium or by obliteration of the uterine 
cavity. 

In discussing these several indications it will be necessary to 
consider the results obtained by vaporization as compared with those 
obtained by other modes of treatment. 

In cases of endometritis accompanied by severe hemorrhage or 
discharge atmocausis may give relief when all other means have 
failed to do so. The two operations of curettage and vaporization 


have been so frequently combined in these cases that it is difficult to 


estimate their separate value. Cases where the mucous membrane 


of the uterus is definitely thickened are probably best treated by 
curettage, and Flatau’s conclusions are sound—viz., that the curette 
answers best in glandular hypertrophic endometritis, and the atmo- 
cautery answers best in interstitial endometritis. Further observa- 
tions, with detailed descriptions of the condition of the mucous 
membrane, are necessary before we can say exactly what kind of 


endometritis is best suited for one or other of these modes of treat- 
ment. 


Of eight cases that I have treated by curettage and vaporization, 
and in which more than six months have elapsed since the perform- 


ance of the operation, three were patients suffering from severe 
menorrhagia not due to the menopause. 


The details of these cases are shortly as follows : 


Case 1.—L. M., aged thirty-seven years, single ; admitted to hospital 
complaining of excessive irregular hemorrhage of six months’ duration. 
The periods commenced at the age of eleven years, and were regular and 
normal in quantity until an attack of congestion of the lungs six months 
before admission. Patient’s general health good. Medicinal treatment 
had failed to arrest the bleeding. Uterus found to be normal in position 
and not enlarged. Under an anesthetic nothing abnormal detected on 
examination with the finger. Uterus curetted and steamed for fifteen 
seconds at 110° to 112° C.* Uninterrupted convalescence. Examination 
of scrapings showed slight increase in amount of gland tissue. When 
last heard of, three months after operation, patient was well, menstruating 
regularly and not excessively. 

Case 2.—B. C., thirty years of age, single. Patient had been curetted 


* In all instances the temperature, when quoted, refers to that of the steam in 
the boiler. 
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for hemorrhage from uterus three years and one year previously in another 
hospital. On second occasion chorionic villi found in scrapings. Six 
weeks before admission patient commenced to bleed again, and passed 
large quantities of blood and clots. She had not missed a period, and 
before the two previous operations she had been quite regular. Uterus 
small, appendages normal, endometrium smooth; curetted and steamed 
for thirty seconds at 110° to 115° C. 

On occasion of first operation slight thickening of the endometrium 
was found. Microscopic examination of the scrapings removed on the 
present occasion showed slight glandular endometritis. Two months after 
operation the patient was well; since then she has been lost sight of. 

Case 3.—S. M., thirty-eight years of age. Has had three children 
and one miscarriage ; youngest child twelve years old. For several years 
past the patient had suffered excessive loss at her periods, which lasted 
seven to ten days, recurring every three to four weeks, and during the 
first four or five days of which she had to keep to her bed. The amount 
lost was gradually getting greater, and medical treatment had quite failed 
to relieve it. General health poor; uterus a little enlarged ; sound passed 
in 3 inches; no evidence of the presence of any fibroid tumour ; appendages 
healthy. Under anesthesia uterus explored; interior appeared normal, 
curetted and steamed at 105° C. for thirty seconds. Microscopic ex- 
amination of the scrapings showed apparently healthy mucous membrane. 
Uninterrupted recovery. No improvement has followed the operation ; 
the patient is regular and still loses excessively. A thick leucorrhceal 
discharge from which she suffered before the operation is now replaced by 
a quantity of thin serous matter coming away between the periods. 


In two of the three cases the hemorrhage was due to endometritis, 
while in the third patient no changes could be detected in the 
endometrium. The two cases of endometritis were definitely benefited 
by the operation, the remaining case was not. 

Steinbiichel treated twenty cases of endometritis with copious 
purulent discharge by atmocausis. Of these, fifteen were cured ; in 
one case the amount of discharge was lessened, and in two cases 
the treatment failed to give any relief. Of seven cases of chronic 
metritis and endometritis with purulent discharge treated by Schaffer, 
three were cured, three improved, and one showed no improvement. 
This case was treated by zestocausis for a quarter of a minute at 
115° C., a quarter of a minute at 112° C., and for ten seconds at 109° C. 
A slight attack of pelvic cellulitis followed, the only occasion out of 
twenty-seven cases treated by this operator in which any after- 
complication occurred. 

When the profuse discharge of a case of senile endometritis does 
not yield to ordinary methods of treatment vaporization may be 
tried, and such cases are suitable ones in which to bring about total 
obliteration of the uterine cavity. The supposed bactericidal action 
of the steam has been adduced as a reason for employing it in cases 
of gonorrhceal endometritis. The experiments we have detailed as 
to the actual temperature of the steam in utero renders the question 
of its bactericidal action very doubtful. 
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Fenomenow came to the conclusion, from a bacteriological ex- 
amination of the contents of the uterus after vaporization, that 
the steam acted as a bactericide. He appears, however, to have 
assumed that the uterine cavity previous to the steaming contained 
organisms. This, of course, is not necessarily the case. To over- 
come this objection, Flatau introduced a culture of the Bacillus 
pyocyaneus into the interior of some uteri. He then steamed the 
uteri with steam at a temperature of 105° to 110° C. in the boiler, 
for one, two, or three minutes. At the conclusion of the experi- 
ments a bacteriological examination of the uterine contents showed 
the bacilli in all the cases to be still alive, and to have been un- 
affected by the steam. 

A possible explanation of the result obtained in gonorrhceal cases 
is that it is not due to the action of the steam upon the organisms 
themselves, but to its effects upon the blood, mucus, and tissues in 
which they are growing. 

Schaffer records seven cases of gonorrhceal endometritis and 
metritis with purulent discharge. He treated five of these with 
atmocausis: in three cases the discharge was cured, in one case it 
was lessened, and in one case it continued unaltered. Two cases of 
gonorrhceal discharge treated with zestocausis were both benefited, 
while a case of gonorrhoeal hemorrhagic endometritis was cured by 
atmocausis. 

If the doubts thrown upon the bactericidal action of the method 
prove to be well founded, the plan of attempting to sterilize the 
uterine cavity by vaporization before hysterectomy must be given up. 

Pincus and others have used the zestocautery in cases of endo- 
metritis with dysmenorrhcea with encouraging results. It is difficult 
to assign their true value to such successes. The good results may 
have been due, not to the vaporization, but to the preliminary dilata- 
tion of the cervix. It is more than questionable whether in any large 
number of these cases such energetic treatment is required, and I do 
not think that there is sufficient evidence of its utility to justify the 
continued use of the zestocautery in this or any other condition. 

Cases of subinvolution of the uterus and secondary post-partum 
hemorrhage do not as a rule require vaporization unless all other 
methods of treatment have failed. The danger of causing total 
obliteration of the cavity of the uterus in a young woman, a result 
especially likely to occur during the puerperium, renders the warning 
a good one that vaporization should always be practised with great 
caution upon a patient far removed from the menopause. 

The danger of the application of steam to the uterus in the case 
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of submucous fibro-myomata is much the same as that likely to 
follow the use of the curette—viz., the risk of causing sloughing of 
the tumour. 

A case operated upon by Flatau illustrates this danger. The 
patient, thirty-eight years of age, had a myoma the size of a goose’s 
egg in the left uterine wall. Curettage on two occasions and treat- 
ment with ergot had given temporary relief only to the hemorrhage. 
Atmocausis at a temperature of 108° to 112° C. was carried out for 
two minutes. The patient left the hospital well, but returned after 
an interval of two weeks complaining of pain in the abdomen, with 
high fever, a rapid pulse, and a profuse purulent discharge. The 
myoma was found to be sloughing, and had to be removed by 
enucleation. 

In the case, however, of small interstitial fibroid tumours causing 
such severe hemorrhage that extirpation of the uterus is contem- 
plated, vaporization is likely to be of value. The cavity of the 
uterus must not be too large, and should be regular in shape if the 
best results are to be attained. 

Pincus has collected twenty-six cases of fibro-myomata of the 
uterus treated by atmocausis for severe hemorrhages. In twenty- 
three cases the result was good, in two cases only temporary 
improvement followed, and in one case the treatment entirely failed. 
Of the twenty-three successes, thirteen had been watched for periods 
varying from six months to four years, and the good result had been 
so far permanent. In four of the cases atmocausis was practised 
twice; in one of these cases failure occurred. Nine of the patients had 
been previously curetted, four of them twice, and two three times. 
These two cases had also had the uterine arteries tied without effect. 
In all these nine cases vaporization arrested the bleeding, and the 
good results lasted during the time they were under observation, 
from six months to four years. 

The most certain indications for the practice of atmocausis are 
afforded by cases of preclimacteric and climacteric hemorrhages. 
The results are often surprisingly good, and the dangers practically 
nil. The application of steam at 110° C. for one minute is usually 
sufficient to check the hemorrhage completely, or, at any rate, for 
some considerable time, and is often followed by the menopause, 
with atrophy of the uterus, and at times obliteration of its cavity. 
If the latter result be desired, it is best to repeat the vaporization 
after an interval of three or four weeks has elapsed. In these cases 
it is of great importance to protect the cervix, so that obliteration of 
the cervical canal may not precede that of the body, and lead to the 
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formation of a hematometra. Fuchs has recorded the results ob- 


tained in twenty-two cases of preclimacteric and climacteric hamor- 
rhages. In six the menopause followed at once; in seven, after an 
interval of no loss lasting for a variable length of time, the periods 
returned, but in greatly lessened quantity; while in nine the periods 
returned after no interval, but in a less amount than before. Seven 
of the cases had been previously curetted with no result. In twelve 
cases treated by Lachmann, in three the periods ceased at once, 
in two they continued regularly, in three irregular haemorrhage 
occurred, in one case to an excessive degree, while of the remaining 


four cases two were lost sight of, and in two the result was said to 
be good. 


Of my own eight cases, five were examples of preclimacteric or 
climacteric hemorrhage. In two of the cases interstitial fibro- 
myomata were present. Of the five cases, in four the hemorrhage 
ceased after the operation, and has not returned since, two years, 
fourteen months, nine months, and six months having elapsed. In 
one case the result has been only temporary improvement, although 
the patient thinks that she is losing less now at her periods, fourteen 


months after the operation, than she did after a previous operation of 
curettage alone. 


The details of these cases are as follows: 


Case 1.—C. S., forty-one years of age, has had one child and two 
miscarriages, the last one five years previously. The periods began at 
seventeen years of age, and had been regular and normal in amount until 
the last nine months. During this time they had recurred every fourteen 
days, and lasted six to seven days. Numerous large clots were passed. 
Patient’s general health was deteriorating, and she suffered from anemia, 
neuralgia, insomnia, and loss of flesh. During the last few months flushings 
had occurred from time to time. Uterus a little bulky, interior smooth, 
appendages normal. Dilated, curetted, and steamed for thirty seconds at 
115° to 116° C. Good recovery ; nine months later the patient was very 
well. No return of haemorrhage at all since operation, and no sign of 
periods. General health much improved. Microscopic examination showed 
no definite changes in mucous membrane. 

Case 2.—H. R., forty-four years old. Had had six children and one 
miscarriage, last child seven years previously. Since the birth of the last 
child the periods had been excessive, lasting at times as long as fourteen 
days and recurring after a clear interval of only a few days. Periods began 
at fifteen years of age, and were regular until the patient was thirty-seven 
years old. Two years before admission the patient had had severe hemor- 
rhage, amounting to a flooding on one occasion and lasting for three weeks. 
The uterus was curetted with slight benefit, the periods recurring after this 
every three weeks and lasting from seven to ten days. On entering the 
hospital, she was profoundly anemic and bleeding profusely. The uterus 
was retroverted and a little enlarged, appendages healthy. Uterus explored 
with finger, curetted and steamed for forty-five seconds at 110° to 112° C. 
Patient made uninterrupted recovery. Ten days after leaving hospital the 
patient had a period, losing a fair amount. Since then, now six months 
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ago, she has had a trifling show on two occasions, but no further bleeding. 
Her health at the present time is good. 

Casr 3.—M. J., forty-five years old, three children, no miscarriages. 
For last few years the patient has been losing very excessively at her 
periods, which had recurred every ten to fourteen days and lasted nearly 
four weeks. Curetted ten months ago with temporary benefit for about 
three periods, then excessive loss recommenced. Patient, when seen, was 
profoundly anemic and very feeble. Uterus a little enlarged and apparently 
contained an interstitial fibroid. Interior normal, no submucous fibroid 
present; curetted and steamed for thirty-five seconds at 105° C. Micro- 
scopic examination of scrapings showed slight glandular endometritis. 

Improvement lasted about nine months; since then the loss at the 
periods has again begun to increase, and the patient is now, fourteen 
months after the operation, losing almost as much as before the steaming. 
I am inclined to attribute the failure in this case to the fact that probably 
the temperature of the steam—105°—was not high enough, and the length 
of time during which it was applied—thirty-five seconds—was not long 
enough for so severe a case. Possibly a second application four weeks 
later might have given a more permanent result. 

Case 4.—E. B., aged forty-eight years. Had one child twenty-seven 
years ago. For the last five years the patient has suffered severe pain in 
the right side and excessive loss at her periods. For the last two years 
the hemorrhage has been excessive, lasting for four weeks at a time and 
recurring after an interval of two weeks. For six months past the patient 
has had severe bleeding on the slightest exertion. When first seen at her 
home, the patient was so anemic and weak from loss of blood that it was 
a question whether it would be safe to remove her to the hospital. 

A week after admission thrombosis of the left brachial vein and 
of the left external jugular vein occurred. The bleeding was checked 
by hot douches and ergotine, and operation was postponed until five 
weeks after admission. The hemorrhage continued, but much less 
in amount, for four weeks. After dilatation of the cervix the uterus, 
which was about the size of the organ at three and a half months’ 
gestation and contained some interstitial fibroids, was curetted and 
steamed for sixteen seconds at 110° to 115° C. Uninterrupted recovery. 
The scrapings showed slight interstitial endometritis. Since the opera- 
tion, now fourteen months ago, the patient has not had any return of the 
bleeding, and at the present time is in robust health. 

Case 5.—M. C., forty-nine years old, widow. Has had fourteen 
children and no miscarriages. For last two years periods excessive in 
amount and recurring every three weeks. For the last six weeks the 
patient has been losing continuously and to a considerable extent. Uterus 
bulky, outline regular. Mucous membrane smooth. Dilated, curetted, 
and steamed for one minute at 100° to 105° C. Little haemorrhage con- 
tinued for ten days after operation, and then ceased. Patient quite well 
at the present time, two years after the operation, and has had no return 
of the hemorrhage. 


It is a fortunate occurrence that cases of hemophilia are not fre- 
quently met with in women. The application of steam to the uterus 
in four cases of excessive menorrhagia in bleeders has been carried 
out by Pincus, Stoeckel, Gummert, and V. Guérard, with good results 
in all four instances. 

The details of Gummert’s case are as follows : 


The patient, a bleeder, was fifteen years old. She had menstruated 
twice, on the last occasion for three weeks. The haemorrhage was suffi- 
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cient to threaten her life. Pulse on admission 140, temperature 38° C. 
Atmocausis at 110° C. was carried out for fifteen seconds, without anes- 
thesia. Marked contraction of the uterus occurred, and the bleeding 
at once ceased. The next three periods recurred after intervals of six, 
four, and eight weeks, and were not unduly excessive. 

V. Guérard’s patient was a single girl of twenty-one years of age. 
She was a bleeder, and her mother, also a bleeder, had died of hemorrhage 
at a period. A sister had died of acute pernicious anemia at seventeen 
years of age. The girl herself, when she came under observation, was 
suffering from very excessive loss at her periods, which had not yielded to 
medical treatment. 

Curettage and vaporization for twenty seconds at 105° C. were prac- 
tised. Very profuse hemorrhage followed the curettage, which the 
atmocausis at once arrested. It recurred after fourteen days, and lasted a 
fortnight. With a view to obliterating the uterine cavity, atmocausis 
without curettage was practised a second time at 115° C. for thirty seconds. 
Eight days later the patient was able to travel. She was to write if any 
further hemorrhage occurred, but no news had been received of her when 
the case was recorded. 

Pincus had under his care a woman twenty-three years old, a bleeder, 
who had been bleeding from the uterus for three and a half weeks 
incessantly. Plugs, douches, and medicines had failed to arrest the 
hemorrhage. Severe oozing continued in spite of vaginal plugging, and 
finally caused fainting. Atmocausis was practised for six seconds at 
115° C. without anesthesia. The haemorrhage ceased, and did not recur 
for three months. Since then the patient has menstruated regularly 
every month for three or four days without pain and not excessively. 

Stoeckel’s case was that of a young girl, fourteen years of age, suffering 
from excessive uterine hemorrhage, which medicine and complete rest had 
failed to arrest. She was admitted to hospital, after six weeks’ hemor- 
rhage, almost moribund. She was extremely anemic, very feeble, unable 
to walk or stand; the mucous membranes were quite bloodless, and the 
pulse small, thready, and 140 per minute. There was a well-marked 
subcutaneous hemorrhage in the right hypogastric region, and she gave a 
history that she had been subject to such haemorrhages for the past three 
years. After the extraction of a tooth she had nearly bled to death. 
There was no family history of hemophilia. Atmocausis at 115° C. was 
practised for two and a half minutes. The haemorrhage ceased at once 
and did not return. She made an uninterrupted recovery, and was able 
to leave the hospital eight weeks afterwards. At this time the sound 
passed in for a distance of 2 centimetres only. Four months later the 
patient had had no return of the bleeding. Although the diagnosis of 
hemophilia in the case was not certain, the vaporization undoubtedly 
saved the life of the patient, who was not in a condition to stand any more 
severe treatment. It is probable that the cavity of the body of the uterus 
became obliterated. This is the youngest patient at the present time 
upon whom the operation of atmocausis has been performed. 


The propriety of the local treatment of cases of puerperal sepsis is 
a matter that cannot be said to have been finally settled. In the 
report of the committee appointed by the American Gynecological 
Society to consider the value of antistreptococcic serum in cases of 
puerperal fever, one of the conclusions arrived at is as follows: ‘ We 
unhesitatingly condemn curettage and total hysterectomy in strepto- 
coccus endometritis after full-term delivery, and attribute a large 
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part of the excessive mortality in the cases recorded in the literature 
of the subject to the former operation.’ 

The results hitherto obtained by energetic local treatment of such 
cases are not sufficiently encouraging to lead us to hope much from 
vaporization. The method has not been tried in a sufficiently large 
number of cases to warrant our coming to any definite conclusion 
upon the subject. It must be remembered that the mortality of 
cases of endometritis due to the presence of the streptococcus when 
left alone is probably not more than 5 per cent. 

It was originally suggested by Pincus that in cases of incomplete 
abortion vaporization should be employed to sterilize the contents of 
the uterus before their removal. Experience soon proved the futility 
of any such procedure, and Pincus has apparently now modified his 
views, and recommends vaporization after removal of the decom- 
posing material, not before. This is a class of case in which the 
application of steam is not likely to do any harm, but in which it is 
doubtful if it is likely to do much good. 

When we consider the superficial character of the results observed 
in the mucous membrane of the uterus after steaming it is very 
unlikely that vaporization could have any great effect upon masses 
of retained placenta, often of considerable thickness. In a case 
recorded by Stoeckel atmocausis at 105° C. for forty-five seconds was 
performed before removal of the uterus. On laying the uterus open, 
a small mucous polypus was found attached at one tubal angle. The 
polypus was practically unaffected by the steam. Such a result 
renders the probability of any marked effect of vaporization upon a 
retained portion of placenta a very doubtful matter. 

If the condition be one of septic intoxication, the removal of the 
putrid contents of the uterus is usually followed by a rapid fall of 
the temperature and the recovery of the patient. The use of the 
finger in these cases gives such good results that no further treat- 
ment is, as a rule, required. 

Cases are recorded from time to time in which total extirpation 
of the uterus has been performed on account of severe haemorrhage 
in patients in whom there was no suspicion of hemophilia. 

The cause of the bleeding is very often the onset of the meno- 
pause, the presence of small interstitial fibroid tumours in the uterus, 
or possibly sclerotic changes in the arteries of the uterine wall. In 
some cases no adequate cause of the hemorrhage is manifest, and 
attempts have been made to explain them by supposing them to be 
examples of ‘relative insufficiency of the uterine muscle’ (Theil- 
haber) or ‘chronic atony of the uterus’ (Lomer). In all such 
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instances where total extirpation of the uterus is under considera- 
tion a preliminary trial of vaporization may well be made, and, if 
necessary, repeated. If this were the only good result that had been 
obtained by the use of atmocausis—viz., the avoidance of total 
extirpation of the uterus in any one case—that alone would be 
sufficient to justify our retaining the operation as an approved 
surgical measure. 

The following case recorded by Fisher illustrates the value of 
atmocausis under these conditions : 


A patient, fifty-three years of age, suffering from very marked menor- 
rhagia. Curettage had been practised on several occasions in two 
hospitals without result. Malignant disease was excluded. The uterus 
was large and soft, the sound passing 6 inches. The patient was very 
nervous and extremely anemic. Atmocausis for fifteen seconds at 115° C. 
was carried out. The bleeding ceased, and had not recurred five months 
afterwards. Marked involution of the uterus followed the operation. 
Four weeks after the operation the sound passed 4 inches, three months 
afterwards 32 inches, and four and a half months afterwards 3 inches. 
The uterine tissue was now hard, and no longer tender. It was intended 
to practise total extirpation had vaporization failed. 


Wehmer records the case of a patient thirty-two years of age with 
very profuse loss at the periods lasting twelve to fourteen days. 
Curettage and other means of treatment had failed to relieve the 
bleeding. The question of removal of the ovaries or extirpation of 
the uterus was considered, but it was decided to practise vaporiza- 
tion first. This was performed for thirty seconds at 105°C. A good 
result followed, and the patient was well and her periods regular 
nine months afterwards. 

The zestocautery has been suggested as a means of treating cases 
of erosion, chronic inflammation, and carcinoma of the cervix. There 
are no good reasons for preferring the zestocautery to any other form 
of cautery in these cases, and it does not appear to present any 
advantages over the electric or Paquelin’s cautery. 

With a view to diminishing the frequency of the occurrence of 
carcinoma of the uterus, Diihrssen has proposed that in women pre- 
disposed to cancer and of an age at which it might be expected to 
occur, the cervix uteri should be amputated and the mucous mem- 
brane of the body of the uterus destroyed by atmocausis. No doubt, 
if it were possible to practise such preventive operations upon any 
large proportion of the total number of women, the number of cases 
of cancer could be lessened ; but the suggestion is so purely visional 
that it is beyond the range of practical surgery. 

Amongst the objections urged against the operation of supra- 
vaginal amputation of the cervix are the possibility of the patient 
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becoming pregnant after the operation and the likelihood of the scar 
contracting and producing obstructive dysmenorrhea. Both these 
dangers could be eliminated by producing obliteration of the uterine 
cavity after removal of the cervix, and I would suggest that this 
should be done in all cases of supravaginal amputation of the cervix 
for carcinoma in women before the menopause, by means of vaporiza- 
tion of the uterus. 

In view of the very excellent results obtained by Byrne of New 
York with his operation of electro-hysterectomy, in which he removes 
the cervix and the whole of the mucous membrane of the body of the 
uterus with the electric cautery, it is evident that supravaginal 
amputation of the cervix is by no means the obsolete operation that 
many of its opponents hold it to be, and two of the chief objections 
to its employment could be obviated by combining with it total 
obliteration of the cavity of the uterus. 

In forty out of sixty-three cases of cancer of the portio-vaginalis 
operated upon by Byrne (twenty-three having been lost sight of), 
periods of exemption from recurrence were obtained ranging from 
two to twenty-two years. In fifty out of eighty-one cases of carci- 
noma of the cervix (thirty-one not traced) ten were free from re- 
currence at the end of two years, eleven over three years, six over 
four years, eight over five years, six over seven years, two over eleven 
years, one over thirteen years, and one over seventeen years. 

The last indication for the employment of vaporization is the 
production of artificial sterility by destruction of the functions of 
the endometrium, or obliteration of the cavity of the uterus. 

Pincus has recorded two such cases : 


The first was a patient aged twenty-six years, with phthisis, who had 
had two children. As the result of the last confinement and pregnancy 
the disease in the lungs had made marked progress. In view of this fact, 
and to avoid the danger of any further pregnancies, it was decided to 
produce artificial sterility. This was effected by the application of steam 
to the interior of the uterus on two occasions, for forty and fifty seconds, 
at a temperature of 110° C. The patient made a good recovery and the 
periods entirely ceased, the cavity of the uterus becoming obliterated. 

The second case was that of a patient suffering from Bright’s disease, 
who had had four children. The uterus was steamed for one minute at 
115° C., and three weeks later for the same length of time with steam at 


112°C. Obliteration of the upper part of the uterine cavity and total 
cessation of the periods followed. 


From this consideration of the advantages and disadvantages of 
atmocausis and zestocausis, and of the results obtained by their use, 
the following conclusions may, I think, be drawn : 

When carried out as a surgical operation, and with the precau- 


33 


510 Journal of Obstetrics and Gynecology 


tion necessary for a surgical operation, atmocausis is a procedure 
practically without danger. 

This mode of treatment is icine of value in certain cases ; 
but while it may supplement the use of the curette, it can never 
replace the latter instrument. 

The main conditions for the treatment of which it is useful are : 

1. Hemorrhage from the uterus in cases of hemophilia. 

2. Cases of severe preclimacteric and climacteric hemorrhage. 

3. As an alternative mode of treatment where extirpation of the 
uterus is considered necessary for severe hemorrhage. 

4. To produce total obliteration of the remaining portion of the 
uterine cavity in cases of supravaginal amputation of the cervix. 

5. To produce artificial sterility where such treatment is indicated. 

6. In certain other conditions, such as hemorrhagic endome- 
tritis, or endometritis with interstitial fibroids where curettage has 
failed. 

7. The zestocautery presents no advantages over any other kind 
of cautery, such as the electric or Paquelin’s cautery, and its use is 
not to be recommended. 

It is unfortunate that some of the writers upon vaporization of the 
uterus have advocated this mode of treatment with so little dis- 
crimination. Attempts to show that it is the best method of treating 
a large number of very different conditions cannot but lead to the 
discredit of an operation which, within certain well-defined limits, 
should prove a measure of permanent value. 
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FATAL CASES OF PARTIAL SUPPRESSION OF 
URINE FOLLOWING LABOUR AND 
MISCARRIAGE. 


By ROBERT BOXALL, M.D. (Cantas.), M.R.C.P. Lonp. 


Obstetric Physician to Out-patients and Lecturer on Midwifery and Diseases of Women 
at the Middlesex Hospital; Physician to the General Lying-in Hospital. 


WITHIN the last year I have met with two cases of partial sup- 
pression of urine, both terminating fatally, one four days after 
labour which took place a week before the full time, and the other 
a fortnight after a five months’ miscarriage. The features of the 
illness in each case presented much in common. In neither case 
were the symptoms, till shortly before death, such as to draw atten- 
tion to the exceedingly grave condition of the kidneys. 

The first case was that of a lady about thirty years of age. She 
had previously had two miscarriages when about three or four 
months advanced in pregnancy. For neither of these miscarriages 
could any special reason be suggested. I learnt subsequently from 
the doctor who attended her in the first miscarriage (which took 
place about eighteen months previously) that the urine then con- 
tained albumen in considerable quantity. The second miscarriage 
was followed by an attack of sepsis and excessive loss, for which the 
uterus was curetted. In the last pregnancy a slight and transitory 
loss occurred at the second month. She first came under my 
observation when she was four months and a half pregnant. 
At that time, and when I saw her again six weeks later, the 
uterus felt unusually bulged on the left side of the fundus, as if 
by a fibroid, but six weeks later still, this bulging was no longer 
apparent. She was a very well-developed and well-nourished 
woman, of somewhat excitable temperament, who had apparently 
enjoyed good health. But during this pregnancy she had been 
troubled by an irritable cough and disturbed sleep, and suffered from 
repeated gastric attacks. 

The labour was rather severe, the membranes having ruptured 
prematurely (Saturday at 6 p.m.), a week before the full time, and 
the pains began forty-eight hours afterwards. For two hours before 
the completion of the first stage the pains were severe and almost 
continuous. When I entered the room I found the patient kneeling 
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up on all fours with the object of obtaining relief (Tuesday, at 6a.m.). 
The head was then just beginning to pass through the cervix and to 
descend into the pelvis. Chloroform was administered during the 
pains. The head slowly descended. The second stage was com- 
pleted in two and three-quarter hours. During the last half-hour 
the pains began to flag, and the patient to show signs of exhaustion ; 
but just as the forceps were about to be applied delivery took place 
(Tuesday, at 8.45 a.m.). The placenta was expressed one and a half 
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hours afterwards. No evidence of the fibroid (the presence of 
which was at one time during the pregnancy suspected) could 
then be found. The child’s head had undergone considerable 
moulding. Artificial respiration for at least five minutes was 
requisite before he would breathe naturally. For nearly a month 
subsequently the infant had slight fits and frequent convulsive move- 
ments, which gradually lessened and finally ceased. Since then he 
has made good progress. 
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Towards the end of labour and for some hours afterwards the 
patient was sick, and brought up a quantity of brownish fluid. 
Everything given by mouth—even water in teaspoonful doses— 
was rejected. As she was rather exhausted, rectal feeding was at 
once commenced. The pulse was 80 (beyond which point it never 
sank), and was of fair volume. 

About eight hours after labour the patient passed 2 ounces of 
urine naturally (Tuesday, at 6 p.m.). No urine was passed during 
the following eighteen hours, but on passing the catheter 5 ounces 
of urine were drawn off (Wednesday, at noon). This urine was dark 
in colour, and, on examination, proved to contain two-fifths albumen 
after boiling with acid and standing for twelve hours. No casts or 
blood could be detected under the microscope. Hot fomentations 
were at once applied to the loins. At this time a distinct icteric 
tint of the conjunctive was noticeable, but it passed off in a day or 
two. Eighteen hours after delivery the sickness had entirely ceased, 
and six hours later feeding by the mouth was recommenced. The 
rectal feeding was at the same time continued. By catheter only 
2 ounces of urine could be obtained, and this deposited one-half 
albumen (Wednesday evening). 

Thirty-three hours after delivery (Thursday, at 6 p.m.) the sick- 
ness returned, but there was no headache, no drowsiness, and no 
interference with vision. The merest trace of pitting could be 
obtained by firm pressure over the tibiz. On inquiry it was elicited 
that there had been slight backache till the fomentation was applied, 
but no spontaneous complaint of it had been made. Rectal injec- 
tions of saline fluid, 1 pint at a time, were also given next morning 
in order to induce the kidneys to act, but without effect. In the 
twenty-four hours 3 ounces of urine only could be obtained. The 
amount of albumen, however, had fallen to one-thirtieth. A few 
casts were found under the microscope. A hot wet pack was 
given (Friday, at 4.30 p.m.), but produced no appreciable amount of 
perspiration. 

Twitching of the fingers began eighty-one hours after delivery 
(Friday, at 6 p.m.). A hot air-bath was then given, and was re- 
peated twice. It produced a copious perspiration, but still not more" 
than 2 ounces of urine could be obtained in the next twenty-four 
hours. The albumen, however, had further diminished. The 
patient was at that time able to take liquid nourishment by the 
mouth, and was fully conscious. She slept for some hours. 

The temperature, which had hitherto been normal or subnormal, 
towards the evening of that day (Friday) began to rise, and during 
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the following night reached 105°; the face became dusky, the breath- 
ing laboured, and consciousness was lost. The twitching of the 
muscles increased ‘and involved the face. Bleeding to the extent 
of 40 ounces, with subsequent transfusion of saline fluid into the 
vein, produced but slight and transitory improvement (Saturday, at 
8.30 a.m.). The coma deepened, and eight hours from the time 
that consciousness was lost the patient had one slight convulsion 
and died (Saturday, at 11 a.m.). The temperature taken one hour 
after death was 108°6°. 

It may be noted that in this case there was never complete 
suppression of urine, but that from the time of delivery till death, 
four days and two hours afterwards, not more than 16 ounces were 
secreted. The progressive diminution of the albumen is worthy of 
note. The vomiting, which was at first regarded as, and prob- 
ably was, gastric in character, like that during the pregnancy, 
subsided and then returned. Apart from the vomiting, no urgent 
symptoms were present till eight hours before death, though slight 
twitchings had already been noticed nine hours earlier. Had I 
not examined the urine on the day following labour, the exact 
nature of the illness might have passed unrecognised till the day 
before it terminated fatally, and might possibly have been mis- 
taken for one of acute septic poisoning. In this case certainly no 
time was lost in applying active remedial measures, but unfortunately 
they all failed to re-establish the function of the kidneys. 

_ The second case occurred in a young and well-developed and 
well-nourished woman, who had not been pregnant before. It 
should be mentioned that the miscarriage, which took place when 
she was five months pregnant, may have been brought about by her 
having taken large doses of tincture of gossypium, and possibly 
also by mechanical means. She took a Turkish bath, which was 
followed by a chill, on the day prior to the miscarriage, and this 
may have affected the kidneys, as well as assisted to bring on mis- 
carriage. In this case, therefore, the kidney affection cannot be said 
with any probability to have terminated the pregnancy prematurely. 
The membranes were retained, and were removed by the introduc- 
tion of two fingers into the uterus. A sublimate douche was subse- 
quently given, and was once repeated afterwards. 

Vomiting commenced at the time of the miscarriage, and was 
very persistent. Next day the conjunctive were distinctly jaundiced, 
and remained so for a week. . 

I was called to see her in consultation eleven days after the mis- 
carriage had taken place. The temperature was 98°, the pulse 48, 
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dicrotic, and rather feeble. But the patient, in spite of the per- 
sistent vomiting, appeared to be by no means seriously ill. She 
complained of the distress caused by the sickness, and of pain in the 
region of the gall-bladder. The urine up to that time had not been 
tested, and at my visit none could be obtained, and no very reliable 
information could be gained as to the quantity passed. The bowels 
had been relieved by a calomel purge, and had been kept open by 
enemata. Among the numerous remedies tried nothing had been 
found to check the sickness. Rectal feeding was suggested. 

Two days later the patient became rapidly worse. At that time, 
certainly, but little urine was passed, which on being tested was found 
to contain some albumen, blood, and a few casts. The vomiting 
was incessant, the pulse continued slow, and the temperature sub- 
normal. A semicomatose condition supervened, in which the patient 
died sixteen days after the miscarriage. 

On post-mortem examination the liver was found to be paler and 
softer than natural; the kidneys were enlarged, very much congested, 
and showed evidence of old-standing disease of moderate degree, 
and also of recent acute inflammatory softening. There was some 
excess of fluid (slightly blood-stained) in the peritoneal, pleural, and 
pericardial cavities. Distinct indications of some _ blunt-pointed 
instrument having been passed were found in the cervix, but whether 
this had taken place before or after the miscarriage could not be 
determined. 

On the only occasion on which I saw this patient during life 
there was no headache, drowsiness, disturbance of vision, backache, 
or cedema, and, as far as could then be ascertained, the urine was 
passed in sufficient quantity. There were reasons for regarding the 
vomiting as gastric in character, and when I saw her in consulta- 
tion I quite failed to recognise the gravity of the condition. Nor 
does it appear that when, two days later, the patient was taken 
worse, and the urine had been examined, that the condition of 
the kidneys was recognised, or that any active measures were adopted 
with a view to combat the renal inadequacy. 

Both these cases go to show that a grave condition of the kidneys 
may exist with little beyond persistent vomiting to indicate danger 
till shortly before death. The first case, in which saline injections, 
both into the rectum and into the veins, were included among the 
measures early adopted and actively persisted in, affords but slight 
hope of re-establishing the function of the kidneys in such cases. 

In both these cases long-standing kidney disease undoubtedly 
existed, and the question suggests itself whether absorption from the 
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use of sublimate douches at the time of delivery may not have played 
at least a part in inducing the active mischief. In the case following 
miscarriage I was consulted by the doctor first in attendance with 
the special object of determining whether the symptoms might be 
attributed to mercurial absorption; consequently, particular atten- 
tion was directed to this point. But none of the usual indications 
of mercurial absorption were found, nor were there any indications 
in the bowel post-mortem. And in the other case, the patient was 
throughout under my immediate observation, but nothing pointing 
to mercurial absorption was observed. At the same time I think, 
seeing that absorption occurs even when only a single douche has 
been given, that it is quite possible that the passage of a mercurial 
compound through a previously damaged kidney, though insufficient 
to produce definite indications of mercurialism, may possibly have 


played a part in setting up the acute mischief which caused sup- 
pression. 
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A CASE OF RUPTURE OF THE VAGINA 
DURING LABOUR, 


FOLLOWED BY SLOUGHING OF THE BOWEL AND FORMATION OF 
AN ILEO-VAGINAL FISTULA; OPERATION; CURE. 


By JOHN PHILLIPS, M.A., M.D. (Cantas.), F.R.C.P., 


Obstetric Physician to King’s College Hospital ; Lecturer on Practical Obstetrics in 
King’s College, 


AND 


F. F. BURGHARD, M.S. (Lonp.), F.R.C.S., 
Surgeon to King’s College Hospital. 


THE description of the following case has been given somewhat in 
detail, as it was felt that the accident was of sufficient rarity and 
interest to be so treated; in addition, an abstract of the full and 
accurate notes made at the time of the labour, and courteously 


supplied by the practitioner in charge of the case, has been 
incorporated. 


The patient, Mary C., aged thirty-four, and the mother of nine children, 
was confined sixteen months before her admission into Todd Ward, King’s 
College Hospital, under the care of Dr. John Phillips. She was attended 
by Dr, Willcox of Warminster, who was unable to reach the patient until 
atter delivery of the child owing to the rapidity of the labour ; his note at 
the time was that ‘after the birth of the child there was a considerable 
amount of post-partum hemorrhage, and as the patient had always had 
adherent placenta with her previous labours, it was thought advisable to 
insert the hand into the uterus and extract the placenta. But on passing 
the hand into the vagina the posterior wall was found to be extensively 
lacerated, and it entered the peritoneal cavity posterior to the uterus. 
The placenta was removed after some difficulty and the bleeding ceased, 
but on withdrawal of the hand a coil of small intestine, some 18 inches in 
length, was found protruding into the vagina, and the mesentery belonging 
to it torn away.’ The patient seemed fairly well; no attempt was made 
to replace the damaged intestine, but three days later the coil sloughed 
away, and subsequently all motions were passed through the vagina. Ten 
weeks after labour she passed fairly healthy motions per rectum, and has 
continued to do so ever since, but has passed a certain amount of fecal 
matter in a fluid state fey vaginam. At intervals of a day or two she has 
gushes of straw-coloured fluid, sometimes as much as a pint coming —_ 
the vagina, the nature of which has so far not been determined. 

Up to her pregnancy commencing she had been quite regular, but since 
the labour there has been sixteen months’ amenorrhcea. Her reasons for 
seeking advice were loss of flesh, abdominal pain, the passage of the fluid 
and faces by the vagina, and the soreness and discomfort of the vulva 
produced by the latter. The patient was admitted on November 13, 1900. 

Any examination was impossible without an anesthetic, owing to the 
excoriated condition of the external genitalia. The patient was placed in 
the lithotomy position, with the crutch applied. On inspection of the vulva, 
the skin and mucous membranes were red and superficially ulcerated ; 
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the nymph smooth, projecting, and indurated. The vagina contained 
some flaky, yellow, clear inodorous fluid, but no fecal matter. The 
patient stated that ‘motions’ had not come away per vaginam for about 
fourteen days. On passing the finger high up into the posterior fornix, 
this was found to be continued upwards in the form of a conical cul-de-sac 
about 2 inches deep. The sound passed easily into it 5 to 6 inches, and 
its point could be felt quite superficially beneath the abdominal parietes 
and in the median line. Immediately in front of this cul-de-sac was felt a 
superficial dimple, the external os uteri, through which the sound passed 
24 inches directly forward. The uterus was mapped out with difficulty, 
and was not mobile. Extending along the upper two-thirds of the posterior 
vaginal wall was a hard, raised, unyielding linear scar. No communication 
could be made out as existing between the sinus and the rectum. 

She was seen in consultation with Mr. Burghard, who considered that 
the torn ends of the small intestine were probably widely separated, and 
opening into a fecal cavity communicating below with the fistula and 
roofed in by intestines matted together by perimetric adhesions; any 
abdominal operation would therefore entail breaking down these adhesions, 
the finding and paring of the two cut ends and suturing them. 

In order to ascertain the nature of the fluid which escaped from the 
sinus, an india-rubber drainage-tube was pushed up into the cul-de-sac and 
fixed there by gauze packing. The result of the examination showed the 
fluid to be pancreatic in origin. Any attempt at healing up the fistula by 
a plastic operation fer vaginam was abandoned ; in the first place, because 
of its entire inaccessibility; and, secondly, because of the dissolving effect 
the discharge would probably have upon any newly sutured tissues. 

The risk of abdominal section was explained to the patient, who freely 
accepted it, as she declared that her life was absolutely useless in her 
present condition. On December 17, 1900, the patient was anzsthetized 
with A.C.E., and the abdomen was opened by Mr. Burghard by a 
median incision from the umbilicus to the pubes. The pelvis was well 
raised, the intestines were packed back into the upper half of the abdomen 
and kept in position by a Maunsell’s intestine retractor and abdominal 
cloths; this gave a perfectly good view of the pelvic cavity. A sound 
passed through the sinus perv vaginam showed that the two portions of 
intestine communicating with the fistula were the cecum, in the immediate 
neighbourhood of the ileo-czecal valve, and the ileum immediately internal 
to it, and it was therefore obvious that the portion of bowel that had 
sloughed originally was the final 18 inches or so of the ileum. The 
appendix was apparently involved in the fistula, and all the structures were 
densely matted together in Douglas’s pouch. The small intestine was 
much hypertrophied, being about three times its normal size. The small 
intestine was first detached down to the fistula, a clamp placed upon it, 
and the bowel cut across with scissors as near to the fistulous opening as 
possible, and the open end immediately seized by an assistant, covered 
with an abdominal cloth, and brought up out of the wound. A large 
abdominal cloth was then packed into Douglas’s pouch, the detached 
small intestine packed off with others, and its open end invaginated and 
closed by a double layer of sutures—the deep one taking up all the coats of 
the bowel, the superficial one the serous and muscular surfaces only. 
Both sutures were continuous and of fine silk. The closed end of the 
small intestine was then covered with an abdominal cloth, the cloths 
removed from the pelvis, and the cecum treated in a similar manner, being 
dissected up down to the fistulous opening, its lumen closed by a clamp. 
above it, and a portion involved in the fistula dissected right up and cut 
away from the fistulous opening, together with the appendix, which actually 
communicated with the fistula. It was then seen that the two portions of 
bowel led first into a cavity about the size of a hen’s egg, which discharged 
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below into the vagina, so that there was a central ampulla containing 
three openings, the proximal being the communication with the small 
intestine, the distal that into the caecum, whilst the inferior one was the 
orifice into the vagina. The communication with the cecum was com- 
paratively large, and explained the facility with which formed motions 
were passed per vectum. After the ceecum had been dissected up, it was 
cut across near its junction with the ascending colon, so that the entire 
cecum, together with the appendix, was removed. The open end of the 
ascending colon was then rapidly invaginated and sutured in a manner 
exactly similar to that already employed in the small intestine, and the 
closed end was then packed off with an abdominal cloth, whilst attempts 
were made to clean the pelvic cavity, which had been unavoidably fouled 
by the intestinal contents during the dissection, and to remove the fibrous 
tissue forming the fistula. The vaginal opening was freely enlarged so as 
to permit of drainage, and a tube, the size of a thumb, surrounded 
by gauze, was passed from the bottom of Douglas’s pouch, emerging 
through the vagina. 

When the pelvic cavity had been cleaned as far as possible, the invagi- 
nated ends of the large and small intestines were brought together and 
approximated by a lateral anastomosis, which was done in such a manner 
as to insure that the direction of the peristalsis was the same in the two 
portions. The anastomosis was performed by simple suture, the opening 
being made nearly 2 inches long, and being secured by an internal con- 
tinuous suture of catgut and an external one of fine silk. The pelvis was 
finally flushed out with normal saline solution at a temperature of 110° F., 
the abdominal cloths and intestine retractor removed, and the wound closed 
in the usual way without a drainage-tube through the abdominal wall. 
The vagina was lightly packed below the drainage-tube with cyanide 
gauze. 

The patient was greatly collapsed after the operation, and had a sub- 
cutaneous injection of 5 minims of strychnine immediately after it. For 
the first four days following the operation the shock was very great, and 
in addition there was obviously some septic absorption from the peritoneum. 
The temperature remained about 101°, the pulse varying between 110 and 
130, and being sometimes irregular. Strychnine was given freely, and on 
the fourth day the patient was feeling comfortable ; the temperature was 
100° and the pulse 72. From that time the progress was satisfactory, as 
the bowels acted normally and the anastomosis was apparently perfect. 
The patient’s convalescence was slightly retarded by a slight rise of 
temperature due to some suppuration about the seat of the old fistula, 
which, however, was quite local. The temperature subsided when the 
abscess burst. The patient was kept under observation in the hospital 
until February 18, when she was discharged, the bowel functions being 
perfectly satisfactory, and only a small vaginal sinus, discharging a variable 
quantity of pus, remaining. She has subsequently been heard of at intervals, 
and is in good health and able to do light domestic duties. 

The interest in the surgical part of the case lay in the extreme difficulty 
in separating the adhesions about the fistula. As was anticipated before 
the operation, the parts were matted up in Douglas’s pouch in an inextricable 
manner, and, although it was fairly easy to separate the bowel ends, it was 
impossible to avoid a certain amount of extravasation of their contents 
during the operation, and owing to the patient’s collapsed condition the 
operation could not be satisfactorily finished in the way of completely 
excising all the old fistulous track, as had been intended. It was therefore 
necessary to be content with drainage, which, as the case showed, proved 
efficient, although there was some localized suppuration, which did not, 
SA affect the intestinal anastomosis and the cure of the fecal 

stula. 
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Remarks by Dr. John Phillips.\—The term ileo-vaginal fistula has 
been selected in describing this case, as at the operation 18 inches of 
the ileum was found to have sloughed. I have made a thorough 
search among the literature, both home and foreign, on this subject, 
and find that the names entero-vaginal fistula, intestino-vaginal 
fistula (English and American authorities), anus iléo-vaginal, entéro- 
vaginale fistule (French), Diinndarm-scheiden-fistel (German), have 
been equally applied to the condition. Frederick has quite recently 
described a sigmoido-vaginal fistula (American Journal of Obstetrics, 
Noy., Igo1, p. 677), which was caused by a sloughing of the parts , 
independent of pregnancy, and in which he opened the abdomen 
and repaired it successfully. 

The works on this subject to which the attention of all studying 
the question should be directed are by Dr. L. H. Petit, ‘ De l’Anus 
contre Nature iléo-vaginale, etc.’ (Annales de Gynécologie, 1882-83, 
p- 401, et seg.), and A. Breisky (Handbuch der Frauenkrankheiten, 
Band III., Art. ‘ Die Diinndarm-scheiden-fisteln,’ p. 772). 

The former author gives details of 42 cases, of which 21 are those 
of ileo-vaginal fistula. The causation of the condition may be: 
(1) Strangulation of the prolapsed intestine at the site of the rupture; 
(2) tearing away of the mesentery of the prolapsed portion, with 
inevitable subsequent sloughing; (3) ulceration of the intestino- 
vaginal wall, the result of gangrene; (4) breaking down of a 
cancerous growth involving intestine and vagina. It is only 
necessary to consider the puerperal causes here; the sequence of 
events appears, then, to be: (a) Rupture of the vaginal walls from 
precipitate labour or traumatism; (b) hernia of intestine; (c) its 
strangulation and subsequent separation; (d) perimetric inflam- 
mation and formation of protective adhesions ; (e) passage of faecal 
material per vaginam for a considerable period; (f) escape of 
intestinal juice. 

In considering Petit’s 21 cases with puerperal origin it will be 
found that of the 10 in which strangulation of the intestine occurred, 
1 died, 19 feet of gut coming away (Jones: The Dublin Quarterly 
Journal, 1845, vol. xxvi., p. 162), and g recovered from the primary 
accident, but another succumbed to a subsequent abdominal section 
for the cure of the fistula (Roux: Journal de Médicine, 1828, vol. ciii., 
p. 282). Of the 8 cases in which the fistula resulted from post- 
partum septic complications, 1 died and 7 recovered ; of the latter, 2 
subsequently died from attempted curative operations. As in a very 
large proportion of the cases the posterior cul-de-sac is opened (14 
out of 21), treatment is usually difficult. In some cases the fistula 
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may heal up spontaneously with rest and care, but as a rule some- 
thing more is necessary. 

Palliative measures are alkaline douches and vaginal pledgets ; 
these were tried in the case related, but without any benefit. 

Cauterization of the fistula edges has proved successful in two 
cases only. The formation of an ileo-rectal fistula has been suggested 
by means of a plastic operation, but the results have not been 
successful. Direct paring and suture have succeeded in a few 
instances, but obviously with a fistula in such an inaccessible 
situation the only method likely to result in cure with our present 
knowledge is opening the abdomen and suturing the severed ends of 
the intestine. It is the first successful case I can find recorded 
treated in this way, but with such a result I should certainly recom- 
mend it under similar conditions. 

This case presents many points of obstetric interest. The uterus 
was obviously uninjured, but the tear was through the posterior 
fornix ; the gushes of fluid, which the patient accurately described, 
and which were noted when under observation in the ward, were at 
first somewhat puzzling; but the phenomenon was due to the 
retentive power of the upper half of the vagina and the continual 
trickling of the intestinal fluid into it. The laceration must have 
been the result of the precipitate labour, but it is difficult to precisely 
explain the separation of the mesentery from the prolapsed bowel. 
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CAESAREAN SECTION TWICE AND 
EMBRYOTOMY ONCE IN THE SAME PATIENT. 


RECOVERY OF MOTHER AND CHILD. 


By NATHAN RAW, M.D., M.R.C.P. (Lonp). 
Physician to the Mill Road Infirmary, Liverpool. 


THE following case presents many points of great interest and 
importance to the obstetric physician, and illustrates the comparative 
safety of Czesarean section even for the second time on the same 
patient. The case caused me considerable anxiety and thought, 
inasmuch as I was not quite clear as to whether in a single healthy 
woman, with a simple contracted pelvis, I ought to produce 
abortion when I had a favourable opportunity, or to allow the case 
to go to full term and perform Cesarean section, with the hope of 
saving the life of the child. I adopted the latter course, with, I am 
glad to say, a happy result. 


L. T., aged twenty-four, single, a domestic servant, was admitted into 
Mill Road Infirmary on February 15, 1g00, having been transferred from 
Walton Workhouse. She had been in labour there for twenty-six hours, 
and, as the medical officer was unable to deliver her naturally, she was 
sent down for immediate operation. 

On admission at that time the most noticeable feature in her case was 
a general subcutaneous emphysema, extending chiefly over the face and 
neck to the chest and abdomen. This had evidently been caused by the 
rupture of some small portion of lung-tissue from excessive straining. 
This feature of the case was one of great rarity, and has been seldom 
described ; certainly I have never seen it before in a similar case. 

On examination, the true conjugate diameter was found to be 
2} inches. It was evidently impossible to deliver her fey vias naturales, 
so the question of Caesarean section was put to her, and she readily 
assented. I asked her if she would like her ovaries and tubes removed, 
so as to prevent a future pregnancy, but this she stoutly declined. It 
was then discovered that she had had embryotomy performed one year 
before at full time, after she had been in labour for three days. 

Under ether I performed Cesarean section, very kindly assisted by 
Dr. Gemmell and my own house surgeons. The child, unfortunately, had 
been dead for some hours. The operation only lasted thirty-five minutes, 
and was uneventful. I sewed up the long wound in the uterus with 
twenty deep silk sutures, which passed almost through its whole thickness, 
previously slipping a strip of gauze through the cervix into the vagina for 
drainage. I then covered these sutures by drawing the peritoneum over 
them with five silk sutures, thus burying them. The uterus was then 
dropped back into the abdomen, and the wound sutured without drainage. 
The wound healed by first intention, the emphysema slowly absorbed, and 
she made a good recovery. 

I now carefully warned her of the great danger she would run in 
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becoming pregnant again. She told me she had had the same advice 
before from the doctors who performed the embryotomy, and she promised 
most faithfully that it should not occur again. On the strength of this a 
situation was obtained for her as a domestic servant. All went well until 
April 30, 1901, when she consulted me at the hospital with regard to her 
condition, and begged me to produce abortion for her. She was three 
months pregnant, and very frightened at the prospect of another operation. 

After consulting several of my medical friends, and receiving varied 
advice, I decided to refer the matter to the British Medical Fournal for 
an opinion. I was recommended to let the pregnancy go to full term, 
perform Cesarean section, and at the same time sterilize the patient. 
This advice seemed to me to be sound and proper. So on November 13, 
ably assisted by Dr. Grimsdale, I performed Cesarean section through 
the old scar. The uterus was not at all adherent to the abdominal wall, 
although there were a few omental adhesions. On opening the uterus I 
was confronted with thé placenta, which was attached right opposite my 
incision. Nothing remained but to cut rapidly through it and strip it off. 
The bleeding was furious for a moment, but was soon controlled, and 
then the extraction of the child commenced. It was extremely difficult 
to move the child, so firmly was it impacted in the pelvis. I had to 
grasp the child’s neck and use a fair amount of force before I could get it 
out. It cried at once, and was a well-developed male child, weighing 
at birth 10 pounds. The wound in the uterus healed by first intention, 


and she never had a bad symptom, the temperature never rising above 
the normal. 


The chief points of interest in the case are that, in five years, 
she has had Cesarean section performed twice and embryotomy 
once, and has recovered. 

With regard to adhesion of the uterus to the abdominal wall, my 
experience has been somewhat different to that of others. Dr. 
Sinclair has described a case in which he found complete adhesion 
when operating for the second time in the same patient. In two 
cases I have found no trace of adhesion of the uterus, although in 
both there were several omental adhesions ; and in one case, which 
died six months after Czsarean section for cancer, the uterus was 
found to be small and lying in the pelvis. I cannot think that any 
benefit can accrue from the presence of adhesions when operating for 
the second time. 

We now come to the question as to whether or not abortion 
should have been produced. I think that in the case of a single 
woman who has been previously seriously warned she should take the 
consequences of her acts, and the pregnancy should proceed to full 
time; then it is a matter for the physician to decide as to what 
operation he should undertake. 

The statistics of embryotomy by Zweifel show only 3 or 4 per cent. 
improvement over Cesarean section, and in my judgment it will be 
in perfecting the methods of the latter operation that we shall achieve 
greater success in the treatment of obstructed labour. 
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Sterilization of the Patient—In the case of a woman who has 
simply a contracted pelvis and no disease of the reproductive organs, 
I cannot think that a medical man is ever justified in removing 
her ovaries or otherwise preventing a future pregnancy, certainly not 
without the patient’s full consent. In the case of a single woman, 
who is fully aware of the danger, and has been previously warned, 
I think it would be highly improper to do so, as by that means 
a premium is placed on immorality. Further, I do not think the 
uterus ought to be removed when performing Czsarean section 
unless there is some urgent reason for doing so. 

Cesarean section, if undertaken by an experienced surgeon before 
labour has commenced, and with all necessary facilities for carry- 
ing out strict asepsis, is fairly safe, and has the great advantage, 
as compared with embryotomy, of possibly saving the life of the 
child ; and my own experience justifies this statement, as, although 
I have only performed Cesarean section three times, all the mothers 
and two of the children have recovered, while the third child died 
some time before the operation. 
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CRITICAL REVIEW. 


THE RESULTS OF VAGINAL OPERATIONS 
FOR CANCER OF THE UTERUS. 


By THOMAS WILSON, M.D., F.R.C.S., 


Obstetric Tutor and Assistant Obstetric Officer, General Hospital, Birmingham; Hon. 
Medical Officer, Birmingham Lying-in Charity. 


A QUARTER of a century has not yet run its course since serious 
efforts on a large scale to deal radically with cancer of the uterus 
began to be possible. Previously, attempts had been made to deal 
with the disease by electrolysis; by the application of sulphate of 
zinc (Simpson), chloride of zinc, strong solutions of bromine (Routh), 
and similar destructive agents; or by injections of gastric juice and 
other fluids into the substance of the tumour. None of these methods 
of treatment were attended by any satisfactory degree of success, 
either in prolonging the course of the disease or in alleviating the 
sufferings of the patient; and when it became possible, with com- 
parative safety, to remove the diseased parts completely at an early 
stage by means of incisions passing through healthy tissues, earnest 
efforts to discover the best means of operation began and have con- 
tinued without intermission until the present day. 

The hope of success was founded upon the theory of the local 
nature of malignant disease, which gradually won acceptance as 
against the theory that we have in cancer to deal from the first 
with a general affection. According to the former theory, cancer in 
its early stages is a purely local and limited disease, and only at a 
later period spreads first along the lymphatics to the neighbouring 
glands, and afterwards to the rest of the body. If this represents 
the truth, it is obvious that a radical cure may be expected if the 
disease can be removed early enough and widely enough. In the 
efforts that have been made to discover the best radical operation for 
uterine cancer, the two great factors that have rendered possible the 
gratifying amount of success hitherto achieved have been, in the first 
place, the general acceptance of Lister’s theories of the nature of 
wound diseases and of the means required for their prevention, and, 
in the second, the careful and minute investigation of the anatomy of 
the parts concerned, and of the disease itself. 
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In tracing the course of events, it is seen that with increasing 
experience progress has been made from more simple methods to 
more severe and complex. At first simple ablation of the infravaginal 
cervix was given a trial, and found to be successful in a certain 
number of cases; then amputation of the supravaginal cervix 
gradually became established, to be followed by various methods of 
extirpation of the whole of the uterus through the vagina. In recent 
years the search for a more thorough method of removal of the 
diseased tissues has led various observers to make renewed attempts 
to render the removal of the cancerous uterus by way of the abdomen 
a safe as well as efficient procedure. The object of the present review 
is to inquire into the amount of success that has hitherto attended 
these efforts at the radical cure of uterine cancer. 


Amputation of the Cervix. 


In cancer limited to the vaginal portion of the cervix, infravaginal 
amputation proved a successful method of treatment in many cases, 
and Simpson was able to record 3 cases, of which the most 
striking was one in which the diagnosis was confirmed by Goodsir, 
and the patient remained healthy for fifteen years after operation, 
bearing in that time five children. The other 2 patients died four 
years after operation, 1 of dysentery and 1 of carcinoma of the 
peritoneum. Mikschik published a case of a patient who died of 
malignant disease of the stomach ten years after amputation of the 
vaginal portion of the cervix for cancer; and Ziemssen had a patient 
who died of pulmonary tuberculosis seventeen years after operation. 
The operation was extensively practised by C. Braun, of whose cases 
Pawlik, in 1882, reported 136 in which the vaginal portion of the 
cervix was removed by the galvanic écraseur. There were 10 
deaths, and 16 of the patients were uncured when they left the 
hospital. Among 88 patients, in whom later details were forth- 
coming, 33 had remained healthy—r for nineteen years, 12 for five 
years and upwards, and 1g for periods of three years and upwards. 
In 3 of these patients there were vesico-vaginal fistulz, and in 10 
the formation of a hematometra required later operation. Some of 
the patients conceived after operation, but none of them went to full 
term. Schroeder in 13 cases amputated the cervix by the knife, 
followed by the cautery. One patient died of tetanus: of the 12 
survivors, 5—equal to 42 per cent.—were well after two years. 

The mere removal of the vaginal portion of the cervix was only 
applicable to a small proportion of cases, and the attempt to find a 
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means of radical treatment that should apply to a larger proportion 
of cervical cancers led Hegar to devise his method of conical excision. 
This operation was the precursor of the high operation that has 
become generally known as Schroeder’s supravaginal amputation 
of the cervix. By this method Hofmeier showed that in the practice 
of Schroeder between 1878 and 1886 24 patients out of 76 operated 
upon remained free from recurrence after three years, a proportion 
of cures equal to 31°5 per cent. In the same years, out of 31 
patients in whom vaginal hysterectomy had been performed, only 6 
—equal to 26 per cent.—were well after three years. The high 
amputation, in the hands of Schroeder, had a mortality of 9°5 per 
cent. 

In the hands of different operators the results of Schroeder’s 
operation were very variable. Thus, A. Martin in 28 cases had only 
2 patients who survived for more than one year. Ina series of 221 
cases by several different operators mentioned by Pozzi, there were 
26 deaths, a mortality of 11°7 per cent. Gusserow operated in 33 
cases, with 3 deaths, and mentions that one of his cases was well 
after two years, and 1 after one year. Wallace (1883), out of 10 
cases, had 2 deaths—that is, 20 per cent. J. Byrne (1889) had 
operated upon 81 cases of cancer of the cervix by means of partial 
ablation by the galvano-cautery. In 35 of the patients the growth 
had not reappeared for periods varying from three to seventeen years. 
Jessett® (1893) had 2 deaths in 25 cases of supravaginal amputation, a 
mortality of 8 per cent. Fifteen of the patients were well at the time 
his paper was written (from one to three years after operation), 2 had 
been lost sight of, 2 others were well without recurrence after three 
years, and at least 2 others after two years. Thus, of 21 cases avail- 
able for reference, certainly 4—equal to at least 1g per cent.—were 
well after two years. Lewers (1895) had done the operation 26 
times without a death. Four of the patients were lost sight of, and 
6 out of 14—equal to nearly 43 per cent. of those in whom the result 
was known—were well for two years and upwards after the operation. 

It appears from a consideration of the foregoing figures that 
supravaginal amputation of the cervix in the eighties was attended 
by a mortality greater than that now attending vaginal hysterectomy ; 
at that time, however, the mortality of the partial operation was less 
than a third of that of total extirpation of the uterus. As regards its 
success as a Curative means, the high amputation gave many operators 
very satisfactory results in the cases to which it was applicable, definite 
cure after two and three years being obtained in proportions extending 
as high as 43 per cent. of the cases surviving operation. 
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On the other hand, the ratio of operability is low ; that is to say, 
the operation is only applicable to a small proportion of the total 
number of cases of cervical cancer coming for treatment. This 
ratio is not mentioned, so far as I am aware, in any of the papers 
dealing with the subject. Further, in the early days of radical 
operations for cancer, microscopic proof of the nature of the disease 
was not insisted upon, and there is more than a suspicion that in 
many cases non-malignant affections of the cervix were found mas- 
querading as cancer. 

Since the early eighties we find a gradual diminution in the 
number of partial operations side by side with a rapid increase of 
vaginal hysterectomies. Thus, T. G. Stevens has investigated the 
results of the radical operations for cancer of the uterus performed 
in Guy’s Hospital for the years 1886 to 1899 inclusive. During these 
years 102 cases were operated upon with 13 deaths—a mortality of 
nearly 13 per cent. The gradual displacement of supravaginal amputa- 
tion of the cervix as a radical operation by vaginal hysterectomy is 
shown by the fact that among the first 55 cases 32 were treated by 
supravaginal amputation, and 23 by vaginal extirpation of the uterus, 
while in the last 47 the cervix was amputated on only four occasions. 
In all there were 36 cases of supravaginal amputation of the cervix, 
with 4 deaths, equal to 11 per cent., and 62 vaginal hysterectomies, 
with 8 deaths, equal to 13 per cent. The ratio of operable cases, 
calculated upon the total number of cases admitted into the wards, 
was 37°2 per cent., but this is, of course, an entirely fallacious method 
of estimating operability. As regards the final results of the operations, 
these could only be ascertained in 73 instances, including the 13 who 
died from the operations. Of the 60 who survived, 17—equal to 28°3 
per cent.—had no recurrence for periods varying from two to eleven 
years. Among the 17, 1 lived ten years, and then died of cerebral 
disease without recurrence of the cancer, and 6 others lived for five 
years or more after the operation ; thus, out of the 60 patients who 
survived the operation, at least 7—equal to 11°6 per cent.—may be 
reckoned as permanent cures. 

Pfannenstiel® has performed the high amputation of the cervix in 
only 2 cases, while in the same time he has done over 100 total 
extirpations. Fritsch performed only 4 partial, as against 116 total 
operations. As a matter of fact, speaking generally, it may be stated 
that the partial operation has everywhere fallen into general disuse, 
except, perhaps, as a palliative operation, or as one of necessity, as, 
for instance, sometimes in old and decrepit women. The reason for 
this is to be found in the diminished mortality of vaginal hysterectomy, 
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an operation that allows of a much wider removal of the diseased 
tissues. 

Supravaginal amputation must, nevertheless, still be recognised 
as a useful proceeding in certain cancers of the vaginal portion of 
the cervix. The cases that are suitable for it are very early ones, 
where, for instance, there is an ulcer confined to one lip with little 
subjacent induration, or where there is a small excrescence not 
exceeding, say, the size of a pigeon’s egg. In such cases the opera- 
tion is a relatively slight one, the mortality is practically nil, and 
with the improved methods of wound treatment at present prevailing 
there is little tendency to the occurrence of extensive cicatrization, 
such as formerly led to hematometra and to serious interference 
with the course of pregnancy and labour. The final results in 
suitably selected cases are, moreover, very good, as may be inferred 
from the results of various observers set forth above. In this con- 
nection, however, it is important to remember Seelig’s observations, 
which showed that in carcinoma of the portio the finest prolongations 
of the new growth run by way of the lymphatic vessels, not only into 
the higher portions of the cervix, but even into the body of the 
uterus. Cases suitable for the partial amputation are therefore not 
common, and the operation has only a very limited application. 


Vaginal Hysterectomy. 


Vaginal extirpation of the uterus for cancer appears to have been 
first done by Sauter in 1822, Blundell in 1828, and Récamier and 
others in 1829. No definite method was employed, and the operation 
was so deadly that, of 25 cases before 1860, collected by West, 22 had 
proved fatal. The operation was first performed on regular anatomical 
lines by Czerny in the year 1878. What is now known as the liga- 
ture method was employed, and Czerny soon found followers in 
Germany and England, and later in France, where Péan, Richelot, 
and Doyen introduced the forceps method. In America the complete 
removal of the uterus met with much opposition at first, but later 
it was adopted by Mundé and Sutton. Many modifications were 
made in the steps of the operation, so that in 1883 Sanger: was 
able to collect thirteen different methods. Some of these varieties 
depended on the manner in which the uterus was brought down after 
the opening of the peritoneal cavity, the fundus being extracted 
through the anterior incision, or through the posterior incision, or 
simply dragged straight downwards. Other modifications depended 
on the treatment of the peritoneal wound, some leaving it open, some 
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closing it completely, others, again, partially closing it but allowing 
for drainage. Mackenrodt recommended that the vagina, after its 
division, should be sewn over the cancer so as to prevent escape 
of débris that might infect the wound. In order to allow access 
in certain cases of narrow vagina or imperfectly movable uterus, 
Diihrssen recommended the vagino-perineal incision, and this incision 
subsequently became the salient point in the modification which is 
now frequently called Schuchardt’s operation. Again, some operators 
used the knife and scissors, while others saw in the use of the cautery 
for making incisions a means of avoiding infection of the wound with 
septic germs or with cancer, and Mackenrodt especially invented a 
method of so-called igni-extirpation, in which the whole of the 
necessary division of the tissues was made by the actual cautery, 
large vessels that bled being tied separately. Perhaps the greatest 
change was the introduction of the forceps method by Péan and 
Richelot in 1883 ; Spencer Wells had already suggested in 1882 that 
forceps might conveniently be left on, and C. E. Jennings accepted 
the suggestion with good results in a difficult case of vaginal extirpa- 
tion. This method was adopted in America by Polk and Eastman, 
and in Germany first by P. Miiller, and afterwards by the two 
Landaus and many others. 

In England the first important discussion on this subject took 
place in 1885 at the Obstetrical Society, where a paper was read by 
Dr. W. Duncan, who introduced two tables of radical operations 
for cancer. ‘The first of these tables included 137 cases of abdominal 
extirpation of cancerous uteri, with 99 deaths, an immediate mortality 
of 72 per cent.; the second table included 276 cases of vaginal 
hysterectomy for cancer, with 79 deaths, or 28°6 per cent. mortality 
from the operation. At that time, according to Hofmeier, the 
immediate mortality of supravaginal amputation of the cervix was 
only 8 per cent. Martin had performed vaginal hysterectomy for 
cancer 38 times, with 11 deaths, and of the 27 recoveries only 8, 
or about 30 per cent., had remained free from recurrence for one 
year. It will be seen that before 1885 the mortality of abdominal 
hysterectomy was so great as to preclude its being generally employed 
in the treatment of cancer, and that the immediate mortality of 
vaginal hysterectomy was nearly four times as great as that of 
supravaginal amputation of the cervix, while the remote results 
appeared to be very little better. The general conclusion arrived 
at in Dr. Duncan’s paper, and generally agreed to in the course of © 
the debate, was that amputation of the cervix was the operation to 
be preferred, and that the risks of vaginal hysterectomy were so 
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great as practically to condemn its employment in an attempt at the 
radical cure of cancer. 

This pessimistic conclusion, fortunately, did not deter operators 
from careful and continued attempts to improve the technique of the 
vaginal extirpation of the uterus so as to obtain at least improved 
immediate results, and these attempts have been so far successful 
that the mortality arising from the operation itself in the hands of 
operators of average skill probably does not at the present time 
exceed 5 per cent., while several large series of cases have been 
published showing a mortality considerably less than this. The 
gradual diminution of the immediate mortality of the operation is 
shown in the following table : 


TABLE OF IMMEDIATE RESULTS OF VAGINAL HYSTERECTOMY FOR CANCER. 


1880 ... Heidler «ss 52 cases collected ... w+» 36°5 % mortality. 
1881... Hegar and 
Kaltenbach deaths: ... 27°5 % 
1883 ... Singer 286 % 
1885 ... Duncan 28°6 % 
... Kaltenbach ... 23 % 
. Pfannenstiel : 
After 1882 ... 
.. Sarah Post... 24 % 
.. Schauta % 
- Mundé and 
... Hofmeier ... 
... Hirschmann ... 8:8 % 
.. Wisselinck ... 8% 
. Wilson, Thos.35 
(results of 11 
British opera- 


In these collections of cases the results are made to appear worse 
by two reasons: in the first place the early operations, which showed 
a very high mortality, are included; and in the second the results 
are included of many operators who had done only one or two cases. 
Individual operators find their statistics improving with experience ; 
thus, for instance, Sinclair in his first 10 cases had 4 deaths, 
while in the next 50 he only lost 4 patients. The mortality of 
his series of 60 thus came out at 13°4 per cent., while by ignoring 
the first 10 cases we are able to get a series of 50 cases with an 
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immediate mortality of 8 per cent. With increasing experience 
different operators were able to obtain long series of cases with a very 
small mortality, or none at all; for example, Zweifel had a series of 
66 cases done by the forceps method with 1 death, and Olshausen 
100 cases done by the ligature method with 1 death. 

The following table shows the immediate mortality after vaginal 
hysterectomy in the hands of individual operators. 


1889 ... Munchmeyer3 (Leo- 
pold’s cases) ... 80 cases collected ... 4 deaths .... 5 % mortality. 
1893 ... J. Jacobs7 I death 
1894 ... Kaltenbach and 
Biicheler?* ... 159 ... 6deaths .. 
5, Landau and 
Abel? ... 
1895 ... Lewers?3 ... 
1896 ... Zweifel24 ... 66 (forceps) 
» Morison 34 (forceps) 


The mortality following the ligature method of operation appears 
to have at first been more favourable than that following the forceps 
method. Thus Mundé and Wells,‘ in their 429 collected cases, found 
that in cases operated upon by the ligature method the mortality 
was 6°6 per cent.; in those in which both ligature and forceps were 
applied the death-rate was 11°5 per cent.; while in those where the 
forceps method alone was used the mortality amounted to 16°6 per cent. 
Later the mortality of the forceps operation improved until it was no 
greater than that of the ligature method, as is shown by a comparison 
of the results obtained by Zweifel and Olshausen. 

In the performance of vaginal hysterectomy by any method there 
is always a risk of injury to the ureters, bladder, or rectum, with 
consequent formation of fistula. In Béicker’s 69 cases injuries 
of this kind were caused g times; Olshausen, at the Giessen Con- 
gress, stated that he found 5 per cent. of these lesions in 638 cases, 
and Zweifel said they occurred in 4°8 per cent. of his cases. This 
rate of 5 per cent. of lesions of neighbouring organs is exceeded by 
many operators; Reipen,*! for example, in Kaltenbach and Fehling’s 
cases, reports that the rate was 8°gr per cent. 

Vaginal hysterectomy having been definitely established as a safe 
operation, special attention could be directed to its efficacy as a 
means of cure of uterine cancer. At first, two years’ freedom from 
recurrence after operation was regarded as satisfactory, but as time 
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went on, and the number of cases increased, the limit was raised, 
first to three years, and then, when it was observed that recurrences 
occasionally took place after more than three years had elapsed, the 
time of five years’ freedom was taken as necessary to afford an 
assurance of definite cure. One or two observers have gone further 
still, and have adopted a six years’ limit. The recurrence of cancer 
may occur even later than six years, as happened in a disappointing 
case of Routh’s seven years after operation. C. Otto refers to 4 cases 
in which recurrence took place after five years, and Amann to 
2 cases that remained five years without recurrence, and then died 
from a rapid development of cancer in the posterior part of the pelvis. 
It thus appears to be impossible to assign a time beyond which 
recurrence of cancer will not take place, and it would appear to be 
convenient, in estimating the curability of cancer by operation, to 
arbitrarily fix a sufficient time, such as five years, beyond which 
recurrence is, at least, rare. 

The many changes in the time limit to which reference has just 
been made were introduced gradually and irregularly, and as a con- 
sequence the literature of the subject is most involved, and it is 
extremely difficult to make out the real worth of vaginal hysterectomy 
as a cure for cancer. An even more perplexing defect in the statistics 
of many observers is the fact that the ratio of cures to the number 
of operations is calculated, not upon the number of cases that have 
been operated upon long enough for reference, but upon the total 
number operated upon up to the date of publication. The results of 
different operators are frequently, for this reason, not presented in a 
manner that allows comparison to be made. 

That cancer of the uterus may sometimes be cured is proved by 
many cases that are on record as having survived operation many 
years. Thus, Krukenberg refers to g cases of cervical cancer that 
remained living at the end of 9 years; Richelot* to cases remaining 
cured 12}, 12, 10, 9, 8, 6, and 4 years after operation ; among Fritsch’s 
cases Pfannenstiel” found 8 who had lived more than 7 years, 3 more 
than 8 years, I more than 11 years, and I more than 13 years. A list 
of this kind might be indefinitely extended. It is much more difficult 
to determine the exact proportion of cases in which the permanent 
cure may be expected. The tables on p. 536 and 537 present the 
results of different operators, which will be found to vary very 
greatly in many respects. 

It will be observed from this table, which has been made from 
publications since the year 188g, that the proportion of cases of 
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cancer to the total number of gynzcological cases, which is on an 
average about 2} per cent., is in some places much higher; thus, in 
two sets of cases from Hungary, reported by Backer and Akontz, 
the proportions are 6°35 per cent. and 5°7 per cent. respectively. 
Whatever may be the explanation of these high percentages, it is 
noteworthy that the proportion of operable cases among them is 
low, being Io per cent. and 13°3 per cent. respectively. Thorn, with 
a proportion of cancer among his cases of 2 per cent., found 
35 per cent. operable; and Chrobak, according to Knauer, among 
3°4 per cent. of cancers, found only 17°I per cent. operable. It thus 
appears to be the rule that where the proportion of cases of cancer 
coming for treatment is high, the proportion of cases in which the 
disease is already too advanced for operation is high also. This 
probably depends upon the readiness or otherwise with which women 
in different places present themselves for treatment for gynzcological 
affections. 

The ratio of operable cases to the total number of cases of cancer 
coming for treatment also varies very greatly with different operators, 
and apparently in different countries and towns. In Hungary, as 
above indicated, the ratio of operability is low. Schauta, with a 
ratio of 14°7 per cent., and Chrobak, with one of 17°1 per cent., also 
appeared to find a relatively small number of operable cases. On 
the other hand, Hirschmann found 42 per cent., Pfannenstiel 35°4 per 
cent., and Déderlein and Olshausen in recent years have operated on 
50 per cent. of their cases. 

There appears to have been a more or less steady rise in the 
ratio of operability in certain places and with certain operators. 
Thus, in Breslau, Pfannenstiel®” relates that from 1883 to 1890, under 
Fritsch, the ratio was 19°5 per cent; afterwards, under Kustner, 
until 1897 the ratio was 22°8 per cent.; while Pfannenstiel himself, 
from 1894 to 1897, operated in 28°6 per cent. of the cases coming 
for treatment, and later on in a much higher proportion, the average 
operability for all his cases being 35*4 per cent. 

Déderlein® calls attention to the difference in the proportion of 
operable cases from year to year; like Pfannenstiel he found his 
operable ratio gradually rising. In 1887 to 1896 it varied from 
28 per cent. to 45 per cent., and afterwards at Tiibingen it reached 
about 50 per cent. At Berlin, Winter found the ratio of operability 
before 1892 to be 28°7 per cent., and since 1892 to be 48 per cent. 
The average operable ratio would appear to lie somewhere between 
25 per cent. and 33 per cent. 
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In the above table the rate of immediate mortality is seen to vary 
very much, but the higher figures are due, as a rule, to the inclusion 
of cases done in the early years of the operation. 

The final results of vaginal hysterectomy, as regards the ultimate 
cure of uterine cancer, vary in the most remarkable degree with 
different operators. At the annual meeting of the British Medical 
Association in 1895, Pozzi stated that he had never seen a case 
more than three years after operation without recurrence. In 1898 
Halliday Croom* took a very pessimistic view of the operative 
results; among 260 cases of cancer, only 15 could be operated on 
with the expectation of definite cure; all the patients died of peritoneal 
recurrence within a year, and their sufferings were greater than 
before the operation. He refers to Leopold’s statistics, and makes 
the remarkable suggestion that in Germany cancer must be different 
to that which is found in England. In 1901 Baldy*™ expressed the 
opinion that the results of vaginal hysterectomy for cervical cancer 
were worse than is usually allowed. According to his experience, 
while in cancer of the body of the uterus 75 per cent. of cures can 
be obtained by radical operation, not more than 5 per cent. of cervical 
cases remained free from recurrence. 

In striking contrast to these doleful conclusions stand the results 
of not a few surgeons who have operated on a considerable number 
of cases, who have verified their observations by the microscope, and 
whose patients have been carefully followed up after operation. 
Lewers in 40 cases had 27°5 per cent. of cures, lasting from two to 
seven years; Stevens found in the Guy’s Hospital practice 26°6 per 
cent. of two-year cures; Purcell had at least 37°2 per cent. of two- 
year cures, while four of his patients were well for more than six 
years ; and Sinclair knew of at least two five-year cures. Jessett in 
1898 had sixteen three-year cures in 59 cases, equal to 27°1 per 
cent. Of five-year cures Schauta had 23°3 per cent., Chrobak 
34°60 per cent., Fritsch 36°2 per cent., Landau 27 per cent., and 
Winter in the Berlin cases before 1892 had 33 per cent. The 
percentage of six-year cures among Thorn’s cases was 23°5 per cent., 
and among Fritsch’s, according to Pfannenstiel, 38°4 per cent. 

These results are very encouraging. The rate, however, presents 
very great differences, for which no definite reason can be discerned. 
A part of the explanation, no doubt, depends on the varying number 
of cancers of the body of the uterus included in the different 
lists of cases. Since these, as will be seen, give a very favourable 
result after operation, a large proportion of them will tend to 
improve the general results of the operation. It may be affirmed 
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that the proportion of five-year cures to the number of cases 
recovering from operation is, on an average, between 25 and 33 per 
cent.—that is, between I case in 4 and 1 in 3. 

A new calculation has recently been introduced into the statistics 
of uterine cancer. The proportion of cases of uterine cancer 
definitely cured to the total number of cases coming for treatment 
is taken as representing the absolute curability of the disease. This 
ratio of absolute curability varies according to different operators 
from about 4 to 10 per cent. Waldstein in Schauta’s cases found 
that 3°95 per cent. of the cases were cured after five years; that is 
to say, that of 100 cases of cancer coming under treatment about 
4 were finally cured. Taking the five-year cures as a criterion, 
Knauer found in Chrobak’s cases an absolute curability of 7°7 per 
cent.; Pfannenstiel in Fritsch’s cases found the proportion to be not 
quite 7 per cent.; Thorn’s absolute curability was 7 per cent. ; Kal- 
tenbach’s was about Io per cent.; and Winter found that among 
the Berlin cases before 1892 the ratio was about 9°5 per cent., while 
he is of opinion that in the same clinic at the present time the pro- 
portion will be somewhere about 16 per cent. 

To sum up, it appears to be a near approximation to the truth to 
state that cancer of the uterus on an average supplies about 2°5 per 
cent. of all gynecological cases; that among 100 cases of cancer 
applying for treatment from 25 to 33 are suitable for vaginal hyster- 
ectomy; that the immediate mortality of the operation is 5 per 
cent. or less; that of 100 cases surviving the operation 25 to 33 
will be well five years afterwards; and that of 100 cases originally 
presenting themselves for treatment, vaginal hysterectomy will enable 
us to make a lasting cure in from 4 to Io patients. 

The routine use of a preliminary vagino-perineal, or so-called para- 
vaginal, incision as a help in the performance of vaginal extirpation 
of the uterus has become known as Schuchardt’s operation, and 
demands separate consideration. At the German Surgical Society 
in Igor Schuchardt® reported on 60 cases of uterine cancer 
operated on by this method, with 12 per cent. mortality. The ratio 
of operability had of late years, in his practice, been very high— 
61 per cent. The average number of cures after five years was 
30 per cent., and after two years 35°7 per cent. In easy cases the 
ratio of lasting cures was stated to be 80 per cent., in complicated 
cases 37 per cent., and in very difficult ones 14 per cent. The pro- 
portion of five-year cures, calculated, not on the number operated 
on, but on the total number of cases presenting themselves for treat- 
ment, was stated to be 24 per cent. In the year 1899 Staude,* at 


540 Journal of Obstetrics and Gynecology 


the Hamburg Obstetrical Society, reported 30 cases operated on 
by Schuchardt’s method, with 4 deaths, equal to 13°3 per cent. 
Of the 26 survivors, only 3 were free from recurrence at the time 
of the report, and of these the longest interval after operation was 
only one year, and that in a case of cancer of the uterine body. 
Schauta®™ formerly carried selection to such a degree that he only 
operated on 14°7 per cent. of all cases, and even then, after five 
years, only 26°4 per cent. of the cases operated upon were alive. 
Recently he has operated upon 30 cases by Schuchardt’s method, 
with 5 deaths, a mortality of 16°6 per cent. Many of the cases 
were complicated, and required a considerable width of tissue to be 
removed from around the cervix. The cases are too recent for the 
consideration of the effect as regards ultimate cure. Schuchardt 
claims that by his method the pelvic connective tissue can be as 
widely removed as by abdominal operation. He also asserts that 
injuries to the ureter, bladder, and rectum are as easily to be avoided, 
and when inevitable can be repaired with as much facility. His 
remarkable figures just quoted have not as yet been approached by 
any other operator using his method, which possesses two obvious 
disadvantages when compared with the abdominal operation. The 
former operation does not admit of the pelvic glands being dealt 
with, while it also involves a risk of implantation infection with 
cancer, which, at least in the hands of other operators, is not rare. 

The only other statistics that vie with those of Schuchardt have 
been given by Gellhorn® as being obtained by Mackenrodt in his 
method of igni-extirpation. Of 42 cases of cancer, 39 were 
operated upon, an operable ratio of 92°9 per cent. Seven died, 
equal to 17°g per cent., and 7 cases, equal to 25°9 per cent. of 
those survivors of whom the after-history was known, were well after 
two years. It is significant that since these figures were published 
Mackenrodt has been actively searching for a more radical operation, 
and Thorn was probably justified in referring to the method of igni- 
extirpation as a surgical curiosity. Attention must be particularly 
directed to the fact that both in this and in Schuchardt’s operation 
the immediate mortality is very high. Although there is no doubt 
much truth in the remark that in dealing with cancer we have every- 
thing to gain and nothing, or very little, to lose, it is nevertheless 
our duty to seek for a certain and thorough proceeding that shall 
at the same time be safe. 

The results so far considered deal with uterine cancer of all kinds, 
occurring in all classes of patients. 
Attempts have been made to give a statistical basis to several 
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conclusions on the relative prognosis of certain classes of the affection, 
conclusions that were previously based upon general impressions. It 
has been often stated, for example, that in young people cancer grows 
more quickly, and gives a worse prognosis as regards cure after 
operation, than it does in older persons, in whom the outlook is 
relatively much better. As regards young persons, Thumim* found 
that 7 of Landau’s cases affected women under thirty; and of the 
7 at the time of publication 3 were free from recurrence, including 
2 permanent cures nine and a quarter and six and a half years respec- 
tively after operation. At the other extreme of life, of 10 cases in 
women above sixty, recurrence was ascertained to have taken place 
in 1 only, while 3 of the patients were living nine and a half, seven, 
and five years after operation. 

Hense® found that of 73 patients who had passed the climacteric, 
37, or fully 50 per cent., remained free from recurrence; of the total 
number of 73 cases, 19 were cancers affecting the body of the uterus, 
and 11, equal to 58 per cent., remained sound. It appears that, while 
statistics have not proved that uterine cancer is more rapidly fatal in 
young persons, they may be held to prove that in old women the 
prognosis at least as regards cure after operation is relatively 
favourable. 

Hense has also investigated the influence of pregnancy, labour, 
and the puerperium upon the prognosis as regards ultimate cure after 
operation. Of 44 cases which were observed long enough, ro, equal 
to 24 per cent., remained free from recurrence, a proportion some- 
what smaller than the average number of cures in all cases of cancer. 

Of the different varieties of cancer of the uterus, that affecting the 
body, which forms about 5 or 6 per cent. of the total number of 
cases, is found to give a relatively good prognosis after operation. 
The muscular wall of the organ appears to offer a notable resistance 
to the extension of growth through it to the peritoneal surface, while 
the lymphatics that pass along the upper parts of the broad ligaments 
are late in becoming infected. 

Krukenberg® found that, of all cases of cancer of the uterine body 
coming under observation, the very high proportion of 62°3 per cent. 
were still suitable for a radical operation ; and as regards the ultimate 
results of the operation, out of 13 cases, 9, equal to 69*2 per cent., were 
living and well after three years, and 7 out of 11 cases, equal to 63°6 per 
cent., were free from recurrence four years after operation. In 1894 
Lewers" reported 6 vaginal hysterectomies for cancer of the body 
without a death ; of these, 2 had been well for longer than two years, 
1 died from recurrence in about a year, and 3 were recent. In 1895 
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Hofmeier" related 23 cases of cancer of the body of the uterus, of 
which 4 operated on by the abdominal route all died, while of 19 
extirpated though the vagina 1 died; of the 18 survivors, 15 were 
well and free from recurrence at the time of publication—that is, from 
one to eight years after operation. In the same year Russell! 
reported from Kelly’s practice g cases of adeno-carcinoma of the body 
of the uterus; of these, 1 died from the operation and another from 
recurrence after an incomplete removal of the disease; the other 7 
were still living from one to five years after operation. 

In 1896 Bowreman Jessett** had performed vaginal hysterectomy 
for cancer of the body 15 times, with 1 death; of 2 cases operated 
upon three years before, 1 was still free from recurrence, 4 out of 9 
were well after two years, and 8 out of 15 after one year. 

In C. Otto’s** report on the work of the Danish hospitals up to 
the year Ig00, 1g operations for cancer of the body are mentioned, 
with 2 deaths and only 6 recurrences. Reipen*! estimated the ratio 
of three-year cures in Kaltenbach’s and Fehling’s cases to be 25°14 
per cent. of all cases, but stated that the same ratio in corporeal cases 
was 75 per cent. Cullen gives the results of operations for cancer of the 
body as 20 lasting cures out of 30 cases, a proportion of 66 per cent. 
Among Schauta’s cases reported on by Waldstein® were 6 corporeal 
cases, with I recurrence, a proportion of cures amounting to 83 per 
cent. The following table relating to cases of body cancer cured 
after operation is taken from Waldstein’s paper : 


Landau... 3 cases = I00 per cent. cures. 


It appears that cases of cancer of the body of the uterus show a very 
high ratio of operability, and that on an average quite two-thirds of 
the cases operated upon remain free from a return of the disease. 
The final results of radical operations as applied to the treatment 
of the different forms of cancer of the neck of the uterus have been 
investigated by Waldstein and Backer. Backer remarks _ that 
among the inoperable cases examined, carcinoma affecting the 
cervical canal is more frequent by 10 per cent. than cancer of the 
vaginal portion of the cervix. Among the operable cases, on the 
other hand, the relation is reversed. Thus, in 65 operations, 43 
were done for cancer of the vaginal portion, and 21 for cancer 
beginning in the canal, while in 1 case the origin was not clear. 
Further, among the operated cases, the prognosis, as regards recur- 
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rence, was worse in the cervical cases than in the portio cases ; 
indeed, only portio carcinoma remained free from recurrence for 
more than three years. Waldstein,® in 106 cases, found 64 cancers 
of the vaginal portion, and 42 of the cervical canal; of the former 
28° per cent., and of the latter 23°8 per cent., remained cured 
after five years. Of 64 portio cancers, 30 were localized, of which 
13, equal to 43°3 per cent., remained well; while 34 were diffused, 
and of them only 5, equal to 14°7 per cent., remained free from 
recurrence. Of the cervix cancers, 17 were localized, of which 8, 
equal to 47°I per cent., remained free ; while 25 were diffused, and 
gave only 2 cures, equal to 8 per cent. It appears to be proved 
by these sets of figures that carcinoma of ihe cervical canal early 
becomes inoperable, and that when it comes under treatment it has 
already, in the large majority of cases, spread beyond the limits of 
the uterus, and so gives a poor chance of radical cure. When, how- 
ever, the cases can be operated upon in an early stage, the prognosis, 
as regards ultimate cure, is at least as good as in the case of malig- 
nant disease beginning in the vaginal portion. 

As might be expected, the prognosis as regards ultimate cure is 
very much worse in cases where the disease has already spread 
beyond the limits of the cervix, either along the vagina, or outwards 
into the pelvic connective tissue. Fraenkel found in Olshausen’s 
cases that among the diffused or unclean cases a lasting cure was 
only obtained in 17 per cent. The total ratio of cures was 33 per 
cent., so that for the localized or clean cases the proportion would 
be nearly 50 per cent. In 1897 Thorn*® remarked that almost all 
unclean cases recurred locally within the first two years after opera- 
tion, that these cases should be distinguished by the clinical examina- 
tion of the patients and by what is observed at the time of operation, 
and that they should not be confounded in their results with the 
clean cases. During the first two years after operation implantation 
metastases have a certain importance, accounting for about 10 per 
cent. of all recurrences. Among 62 vaginal hysterectomies performed 
by him, there were 27 recurrences in the first two years, and of these 
3 were evidently due to implantation infection, while the remaining 
24 occurred in unclean cases easily recognised as such; in these 
cases, therefore, the operation was merely palliative. Of the total 
number of cases operated upon, 42°5 per cent. were unclean, and of 
these 71 per cent. recurred within the first two years, only 4 remain- 
ing free from recurrence at the time of the report, five months, two, 
two and a half, and three years respectively after operation. Among 
the localized or clean cases, 10 out of 32 had been operated upon 
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too recently for consideration; of the remaining 22, 2, equal to 
g per cent., recurred in the first two years, while 10 had remained 
well for periods varying from two-years and two months to eight 
years. The total number of 17 cases operated upon more than six 
years gave a proportion of lasting cures of 23°5 per cent. for all cases, 
localized and diffused, taken together; the localized cases for the 
same time, taken separately, gave a ratio of permanent cures of 
57 per cent. Waldstein® found, in the total number of 112 cases of 
all kinds of uterine cancer, freedom from recurrence for five years 
and upwards in 29°5 per cent.; 52 of the cases were localized, and 
25, equal to 481 per cent., of these remained well; the other 60 
cases had spread to the vagina or the pelvic connective tissue, and of 
them only 8, equal to 13°3 per cent., remained free from recurrence. 
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Obst. and Gyn. Brit. Empire, vol. i., p. 223. 
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63 F. SCHAUTA: Monats. fiir Geburts. und Gynak., February, 1902; Jour. 
Obst. and Gyn. Brit. Empire, vol. i., p. 348. 
64 WINTER : Cent. fiir Gyndk., 1902, January 25; Jour. Obst. and Gyn. Brit. 
Empire, vol. i., p. 454- 
In preparing this review, reference has also been made to the following among 
other manuals and text-books : 
Billroth u. Luecke, ‘ Frauenkrankheiten, ii. Auflage, 1886. 
Pozzi’s ‘ Gynecology,’ New Syd. Soc. translation, 1893. 
Allbutt and Playfair’s ‘ Gynzecology,’ article by Sinclair, 1896. 
Hegar und Kaltenbach’s ‘ Operative Gynikologie,’ iv. Auflage, 1897. 
Veit’s ‘ Handbuch,’ article by Frommel, 1899. 


Copious references to the literature of the subject are found in each of these 
works. 
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REVIEW OF CURRENT LITERATURE 


OBSTETRICS. 


On the Method of Attachment of the Human Embryo in the 
Fallopian Tube (HEINsIUS: Monats. fiir Geburts. und Gynik., March, 
1902).—In understanding how the human embryo is fixed in the 
Fallopian tube, some help may be gained by a study of the usual 
method of embedding in the uterus itself. The old theory that the 
ovum pushed the decidua before it as it entered the uterus, and so 
became surrounded, is disproved; and the theory of Hunter, which 
attempted to show that the segmenting egg was gradually surrounded 
by the upg: ‘th of the decidua around it, is shown to be not 
entirely correct. Reichert in 1870 described an embryo which seemed 
to lie in a hollowed-out cavity of the decidua, and not on its flat 
surface. The question is an exceedingly difficult one to settle owing 
to the impossibility of getting specimens of embryos at a sufficiently 
early stage. Spee believed that the human ovum could only become 
embedded at a place from which the epithelium had been removed, 
reasoning from the analogy of the embryo of the guinea-pig, which 
he found embedded in a lymph space in the connective tissue of 
the mucous lining of the uterus, after eating its way through the 
epithelium. In 1897 Peters described the youngest hitherto known 
specimen of the human embryo, supposed to be only of three or four 
days’ development. The embryo lay in a cup-like depression in the 
deep layers of the decidua, covered in by a mushroom-shaped cap of 
connective tissue. From these appearances Peters considered that the 
human ovum, like that of the guinea-pig, sank into the decidua by 
a process of absorption or eating away of the epithelium and super- 
ficial layers of the decidua. This is the present state of knowledge 
with regard to the embedding of the ovum in the uterus, and if it is 
unsatisfactory, that regarding the tube is even more so. It is best 
to consider the method of embedding of the ovum in the tube from 
the standpoint of the two vexed questions, whether a decidua is 
formed in the tube, and if so whether or not there is a reflexa. As 
bearing on this point, it is interesting to note that Lange in Schmorl’s 
Institute in Dresden investigated fifty cases of death during pregnancy 
or the puerperium, and in five cases found evidences of decidual for- 
mation in the mucous folds of the tube, and came therefore to the 
conclusion that the tube could form a decidua even though no embryo 
was actuallyin it. Before the appearance of Kiihne’s work in 1899 it 
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was thought that the embryo was embedded in the tube in a similar 
way to the old Hunterian theory as regards the uterus, many authors 
having seen and described typical decidual formations. But the 
more work that was done on the subject, the more widely different 
were the results. Some authors described typical decidual forma- 
tions and also the formation of a reflexa; others, however, failed 
to obtain evidence of these structures. Kiihne believed that the 
majority of the authors were speaking not really of decidual 
cells, but of cells which arose from Langerhans’ layer, and were 
therefore of foetal origin. Kiihne came to the conclusion that 
the ovum developed eccentrically in the tube, between two folds of 
mucous membrane which closed over it. This opinion cannot, how- 
ever, be confirmed in all cases. Kreisch described a case in which 
the embryo lay in the middle of the tube embedded in the centre of 
one of the folds. Later, Fiith described a case which created still 
more confusion, for the embryo lay between the longitudinal and 
circular muscular layers of the tube, projecting into the lumen with 
its capsule formed by the epithelium and longitudinal muscle. No 
decidual formation could be demonstrated in this specimen. Fiith 
believed that the ovum bored its way into muscule in the same 
manner as into the uterine decidua. The author of this paper 
(Heinsius) holds the same view, having demonstrated in March, 
IgoI, a similar specimen, and having seen others since which 
help to confirm his opinion. From these researches it appears 
that there are two possible methods of embedding of the ovum 
—(1) the place of embedding may lie between two folds of mucous 
membrane; then it sinks through the mucous membrane into the 
musculature of the tube (intercolumnar embedding of Werth) ; 
(2) the place of embedding may be near the margin of a fold 
towards the lumen of the tube (columnar embedding of Werth). 
In the first method the ovum will find the best nourishment, 
and will develop best if it proceeds towards the broad ligament. 
In the second method nourishment is faulty, and tubal abortion 
will probably result. The cells of Langerhans’ layer apparently are 
the means by which the embryo eats its way into the tissues of 
the tube, and great proliferation of this layer takes place during 
the process. The intervillous blood-spaces are produced partly 
by diapedesis and partly from rupture of vessels, the latter being 
caused by the pressure in the vessels and by the ingrowing 
cells of Langerhans’ layer, which make their way into the vessels. 
This method of production of intervillous spaces is practically the 
same as that described by Stroganoff and Peters for the uterus. 
By proliferation the cells of Langerhans’ layer may by degrees 
reach the serous coat of the tube, and so the tube wall becomes 
thinned and rupture occurs. These views on this very difficult 
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subject are becoming more and more corroborated from all parts of 
the world ; the recent work of Petersen, Couvelaire, and Lindenthal 
all more or less point in the same direction. Tt. GS 
Vesicular Mole in the Fallopian Tube and Cystic Degenera- 
tion of One Ovary (MATWEGEW and Sykow: Wratsch, No. 24, 
1901; Cent. fiir Gynik., No. 11, 1902).—The patient was admitted 
into hospital on February 21, IgoI, with signs of internal 
hemorrhage. She was aged thirty-two years, and had been seven 
times pregnant. Four pregnancies ended in normal labours, three 
in abortions. She had last menstruated in December, tgoo. Directly 
afterwards labour-like pains set in, and continued for twenty-four 
hours. A fortnight later they returned, and lasted for six hours; the 
same kind of pains were again felt in the middle of February, and 
for the fourth time on February 19. On February 21 giddiness and 
loss of consciousness supervened. There was no bleeding from the 
vagina. The uterus was found to be somewhat enlarged, and of soft 
consistence. To the right of the uterus a fairly large, soft, painful 
tumour was felt. This was diagnosed as a right-sided tubal 
pregnancy. Laparotomy was successfully performed, the patient 
leaving the hospital quite well twenty-one days later. The parts 
removed consisted of the tube, which was dilated at its uterine end, 
its distal extremity being free, but thickened. The dilated proximal 
end of the tube was ruptured in two places. Within the tube a 
vesicular mole was found. Four cysts and a corpus luteum were 
present in the corresponding ovary. Naked-eye appearances of the 
mole were confirmed by microscopic examination. The writers 
affirm that the cystic ovary was the ‘undoubted’ cause of the 
hydatidiform condition of the chorionic villi. C. Li. 
On the Natural Utilization of the Extra-Embryonic Portion 
of the Ovum (L. Boucnacourt: L’Obstétrique, March, 1902).—This 
work has been engaging the author for several years, and is in answer 
to the question, ‘Is it in conformity with the laws of nature that the 
individual should consume the extra-embryonic part of the ovum ?’ 
Digestion and reproduction are analogous functions; in asexual 
generation there is no essential difference between the production 
of the bud or germ, and natural growth under the influence of the 
laws of conservation of the individual. The same comparison may 
be made where there is sexual generation. After a description of 
this process in sea-anemones, the author asks if we may not admit 
that the genital instinct is an outgrowth from the primitive instinct 
of nutrition, which is universal, and related to the preservation of the 
individual. These instincts are made evident by different kinds of 
acts, but the analogy is this: nutrition in the individual plays the 
same réle as reproduction in the species. The author supports his 
statement by citing facts in regard to the aphrodisiac properties of 
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various odours, such as musk, and by reference to the male spider 
being eaten by the female after impregnation. 

In the reproductive function the excrementitial product is the 
extra-embryonic part of the ovum, or in mammals the after-birth, 
and in oviparous animals the shell with its lining membrane. All 
animals naturally eat these by-products of conception, herbivora and 
birds as well as carnivora. It is remarkable that the instinct has 
not disappeared with domestication, though hindered as far as 
possible by man. The author, however, maintains that wild animals 
and birds never eat the ovum, nor are they likely to do so in domesti- 
cation unless they are prevented from consuming the after-birth or 
egg-shells; he adduces, in support of his statement, the fact generally 
admitted that the young of mammals run no risk of being eaten by 
the mother if they have once taken the teat. The mother’s instinct 
is to eat something, and, not finding the placenta, she takes a foetus, 
not knowing it to be such if it has not sucked ! 

The instinct of placentophagy is said to persist even now in some 
tribes of the human race, as in the Soudan, though for an unknown 
number of centuries the practice has been generally abandoned. 
Three centuries ago it was related of an Asiatic tribe that the father 
of the new-born child, along with his friends, ate the after-birth. 
But, says the author, its very name of placenta implies that it is 
meant to be eaten; but we may well ask, if the human after-birth 
is a cake, to what sort of pastry can one compare the diverse forms 
of mammalian after-birth ? There is no attempt made in the paper 
to show that the ancient Latin writers used the term placenta at all; 
indeed, the authorities quoted in the text state that the term was 
introduced in 1559, and applied to the human after-birth alone, and 
was not extended to the mammalian after-birth, generally, till later. 
The argument is as little worthy of being taken seriously as the 
author’s references to Eve’s treatment of Cain’s placenta. 

Among various theories advanced to account for this instinct of 
placentophagy among animals so diverse as the rabbit, the cow, and 
the cat, is that which ascribes it to measures of precaution to conceal 
the fact of parturition, and so save the young from beasts of prey. 
Yet the author dismisses this theory as quite insufficient to account 
for it among domestic animals; he is evidently unacquainted with 
Darwin’s suggested explanation of a dog’s gyrations in lying down 
on a hearthrug, and with similar survivals in domestic animals. 
Hens eat the shells after hatching out the chicks because they require 
the lime to regenerate their softened bones and exhausted nervous 
systems. Accordingly, it is more than probable that in pediatrics 
eggshells pulverized, with the lining membrane, would advantageously 
replace all syrups of carbonate, phosphate, or glycerophosphate of 
lime! 
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The recent researches of Latulle and Nattan-Larrier have 
scientifically proved that the placenta is a gland with internal 
secretion. Placental organo-therapy is the most natural of all, since 
all animals make use of it. Its use dates back to Hippocrates, and 
has recently been revived by Iscovesco, who read a paper on this 
subject before the Congrés Francais de Médecine Interne at Mont- 
pellier in 1898; but it met with a succés d@’hilarité, and was not printed 
in the Transactions. 

Bouchacourt proceeds to describe the therapeutic uses of placen- 
tophagy under eight heads: (1) As an aphrodisiac. He has observed 
this in rabbits and guinea-pigs, both males and females; and mare’s 
placenta was part of the hippomanes, or love-philtre, of the ancients. 
It was administered to Caligula and contributed to his madness. 
(2) As a specific against sterility in women (1683). (3) As the best- 
known cure for epilepsy and apoplexy (1739). (4) To cure children’s 
colics (1626). (5) To cure chlorosis; but one professor of the 
Faculté now prefers capsules of bulls’ orchitic substance. (6) In 
general uterine medication; sheep’s placenta helps delivery (1655); 
human placenta arrests hemorrhage and expels stained membranes 
(eighteenth century); diminishes hyperplasia and tenderness of 
uterus with congestion (Iscovesco, loc. cit.). (7) The subject to 
which Bouchacourt seems to have devoted most of his ‘years of 
observation’ is the effect of placenta on milk secretion, but his 
conclusions are singularly unsatisfactory. 

The presence of milk in the breasts of the new-born is assumed 
to be due to placental influence on the infantile mamma. The author 
suggests that the smaller domestic animals are often able to conceal 
themselves during parturition, and that accordingly lactation is earlier 
in them, as they are enabled to eat their placentz ; while the larger 
animals, as cows and mares, are never allowed to do so, and lactation 
is therefore delayed. Nattan-Larrier had noticed deficient lactation 
in guinea-pigs which were not permitted to eat the placenta, and has 
permitted them to enjoy a part of it that they might be enabled 
to rear their litters. Bouchacourt does not mention any case in 
which lactation in the cow or mare was established earlier after 
placentophagy. He has, however, made observations on women. 
In two women suffering from dysmenorrheea administration of dried 
placenta was followed by engorgement of the breasts, with exudation 
of fluid ‘like colostrum.’ Of three recorded cases of nursing women, 
one gave a negative result ; one was positive, but for how long is not 
stated; the third gave some reaction during continuance of treat- 
ment. In Case No. 6 the result of administering chorionine was to 
bring on a relapse after recovery from mastitis, with much more 
suppuration than before. Observation 8 showed an increased secre- 
tion of milk during five days’ administration of chorionine. The 


552 Journal of Obstetrics and Gynecology 


woman had, however, previously weaned her child, and what happened 
on cessation of treatment is not mentioned. In two women whose 
children were born six months previously and who had not nursed at 
all, the result of treatment was scarcely worth recording. Again, 
in Observation 10, administration of chorionine was followed by 
increased secretion of milk. The woman had been delivered, 
and nursed her child well during her stay in hospital. She was 
readmitted later suffering from phlebitis. Her scanty milk secretion 
was increased after administration of chorionine. Even the author 
does not seem very clear in his deductions from these observations. 
His ‘conclusions’ are that placentophagy favours milk production, 
but is incapable of producing milk when the mamma is markedly 
atrophied. 

(8) The placenta is purgative, and domestic animals all suffer 
from constipation at the puerperium if not permitted to eat it. The 
author has found sheep’s placenta much more purgative than 
woman’s; but that may be because the placenta of one animal is 
toxic for another species, or the purgative action may be simply due 
to a commencing change in these highly putrescible tissues. 

The chorionine employed was sometimes dried placenta in powder, 
and sometimes juice expressed from freshly chopped and washed 
placenta, sterilized with ammonium fluoride. The author does not 
give a formal answer to his chief question, but the evidence, so far as 
it goes, seems to show that it is as ‘natural’ for the father as for the 
mother to eat the child’s placenta. L. 

Acropathology in Pregnancy (M. Simone: Arch. Ital. di Ginecol., 
v., p. 40, 1902).—Under this heading Matteo Simone describes a 
case of circulatory disturbance of the upper extremities in pregnancy. 
The patient was thirty-one years of age and a multipara. She was 
at the fifth month of her seventh pregnancy, and from the second 
month she had suffered from trouble with her hands. Further, she 
had suffered in the same way in all her previous pregnancies, but 
had always recovered perfectly after labour was over. At various 
times in the day and night she was seized with intolerable pains 
in the hands, which radiated up into the forearms. After some 
minutes the pain began to lessen, and then a different change 
followed in the two hands; the fingers of the left hand became 
pallid, cold, and thin, while those of the right hand grew swollen, 
hot, and of a dark purple colour. After some minutes these changes 
lessened in intensity, and the two hands returned at the same time 
to their physiological state. In the intervals between the attacks the 
fingers of the right hand showed nothing abnormal, but those of 
the left were sharper in appearance, with a livid, wrinkled skin, 
exhibiting desquamation, and curved nails (Hippocratic curving). 
Tactile sensibility was weak; as to thermic sensibility, the fingers 
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of the right hand well felt the action of cold but not of hot bodies, 
while the opposite was noted with the fingers of the left hand; the 
muscular sense was normal in both hands. All the other organs 
and systems were normal. The author regards the case as an 
instance of the existence of two diseases, both of which belong 
to the group of morbid states called acropathological—viz., local 
asphyxia of the extremities, or Raynaud’s disease, and erythromelalgia, 
or Weir Mitchell’s disease. In the one hand were angiospastic, 
and in the other angioparalytic phenomena. These vaso-motor 
and trophic troubles were to be ascribed in this case to the auto- 
intoxication of pregnancy and to the exaggerated excitability of 
the tropho-vascular centres caused by it. J. W. B. 

Symphysiotomy, with Special Drainage of the Utero-Vesical 
Fossa through the Vagina (ZwEIFEL: Cent. fiir Gyndk., No. 13, 
1902).—-The writer draws attention to the fact that symphysiotomy 
has not been seriously discussed during the last decade, and confesses 
that it has dropped out of practice in Germany of late years. This, 
he says, is due to the bad results accruing from the operation in the 
hands of many surgeons, the failures being due to the septic course 
the wound is prone to run. The reasons for this septicity he then 
analyzes. The parts involved in the incision are considered one by 
one, and the attention is not arrested until the cavum Retzti is 
reached. This is opened into from above, and forms a pocket, in 
which blood from the lacerated corpora cavernosa and wound 
secretions can collect. 

How is this pocket to be dealt with? Listerism teaches that all 
hollow spaces must be drained. 

Zweifel used to secure every bleeding-point below the symphysis 
by transfixed ligatures of catgut, and close the space entirely. 
Fever followed, the stitches behind the symphysis gave way, and 
after an escape of a quantity of foul pus the temperature subsided 
and the patient quickly recovered. 

He next drained the prevesical space by drainage-tubes inserted 
through the supra-pubic wound. This failed to secure an aseptic 
course for the wound. 

At this point the treatment stood in the year 1897, when the 
writer recorded thirty-one cases at the Moscow Congress. Within 
the next year he noted that a case in which the anterior vaginal wall 
had been accidentally torn, and in which, as a result, there was 
a wide communication between the vagina and the cellular space 
above, ran an afebrile course. This induced him to try more 
thorough drainage from above, and gauze was substituted for the 
rubber tube, and later a glass tube inserted from above was tried, 
and through this the secretion was swabbed out with pledgets of 
wool. Results proved that residual discharge still collected, and, 
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worse still, the enlargement of the wound necessary in this treat- 
ment added to the trouble, and three deaths followed in a series of 
forty-six operations. 

On this account, and influenced by Abel’s statement that the 
final results were best in cases where the superficial wound healed 
quickly, the open-wound treatment was abandoned. The sad 
experience gained thereby had only emphasized the lesson that 
gauze does not drain, and is only suitable for plugging a hollow 
space and stopping hemorrhage, while drainage-tubes have no action 
against gravity. 

Zweifel next fell back upon the lesson taught him by the 
accident to the vaginal wall, and, despite all bacteriological theories 
as to the septicity of the genital tract, he proceeded to drain the pre- 
vesical space through the vagina. By means of a trocar a rubber 
tube was carried through the vaginal wall, and to overcome the con- 
tractile pressure of the latter a bent glass tube was passed into the 
rubber drain. The drainage-tube was cut short at the bottom of 
the space before closure of the upper wound, and fixed in position 
by a fishing-gut loop, which was brought out through the pubic 
wound, and without being tied inside was fastened around a piece 
of gauze, and withdrawn by pulling one of its ends on the fourth 
day. 

Fully impressed with the danger of sepsis springing from the 
open vaginal wall, the operator suggests that in employing depen- 
dent drainage the tube can be brought out through the labium 
majus. He has done this on one occasion only. The vaginal 
drainage has been employed five times by him with good (aseptic) 
results. He regards the prognosis of this operation as better 
than that of Cesarean section, but says that in both, which 
necessarily involve artificial wounds, there is more danger than in 
the bloodless obstetrical procedures of perforation, turning, and 
induction of labour. Still, he adds, the difference in result should 
not be great, as everything depends upon asepsis. There is no 
difference in prognosis between Zweifel’s symphysiotomy and high 
forceps operation. 

Delivery complicated by Acquired Stricture of the Vulva 
(ZANGEMEISTER: Cent. fiir Gynak., No. 13, 1902).—The patient was 
aged twenty-one. At her first confinement, one and a half years. 
ago, the perineum was ruptured, and the patient herself, acting upon 
the advice of her neighbours to apply a carbolic dressing, used the 
pure acid; extensive necrosis resulted, and many incisions for the 
evacuation of pus had to be made. On examination, the vulva was 
found to be converted into an oval, scarred ring of cartilaginous 
hardness, just admitting two fingers. The labia majora were in- 
distinguishable. Linear scars ran forward from the vulva to the 


| 


Current Literature : Obstetrics 555 


urethra, and also backwards to the anus. The scarred perineum was 
short. 

At the second labour the fibroid vulval orifice would not dilate 
even with the strongest pains, which pushed both the vulva and the 
perineum forwards. The anterior rectal wall protruded through the 
anus and threatened to rupture. Under anesthesia deep lateral 
incisions were made posteriorly through the indurated tissues, and 
the vulval ring was divided. There was copious hemorrhage. The 
vessels being secured, the child was delivered by forceps, and a 
primary plastic operation was at once carried out. 

WYDER (Cent. fiir Gynik., 1885, p. 97) records a case in which 
the vaginal entrance was stenosed after a confinement twelve years 
previously. In this case a ruptured perineum had been treated by 
plasters. Conception had taken place per urethram and a vesical 
fistula! The external genitals were normal. Deep incisions were 
made, and delivery was instrumental, the bleeding from the incisions _ 
was very free. 

Pompe van Meerdervoort (NIEDER: Gyn. Gesellsch., June 11, 
1899) described a case of cicatricial union of the labia 4 to 5 centi- 
metres long in a primipara. Cohabitation was rendered impossible. 
Many cases are described in which labour has been complicated by 
the narrow scarred condition of the vulva, resulting from high 
colporrhaphy. 

The Surgical Aspects of Carcinoma Uteri complicating Preg- 
nancy, Labour, and the Puerperium (Amer. Jour. of Obstet., Jan., 
1g02).—CUMSTON demonstrates that radical operation is indicated 
in a very large proportion of cases of carcinoma of the uterus com- 
plicating pregnancy. In cases left alone in the hope of getting a 
living child at full time, not only is the maternal mortality very high, 
but the prognosis for the child is even more unfavourable, because of 
the rapid growth of the carcinoma during pregnancy, of the dangers 
attending it during delivery, and of the risks of premature delivery 
before the period of viability is reached. In all cases, therefore, where 
operation offers a fair chance of radical cure, the life of the mother 
alone is to be considered. Up to the sixth month of pregnancy 
vaginal hysterectomy is the operation of choice. Induction of mis- 
carriage previous to vaginal hysterectomy is not favoured. It is 
better, the author considers, where the uterus is too large to be 
removed by vaginal hysterectomy, to do so by the abdominal route 
than to induce miscarriage before operating. 

If during the vaginal operation difficulty is found in removing the 
uterus with the contained ovum, the liquor amnii may be evacuated 
or the posterior vaginal wall incised, and the foetus and placenta 
delivered, after which the extirpation of the uterus will be easy. 
This operation was first performed by Diihrssen, and named by him 
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vaginal Cesarean section. Although he has been successful in 
delivering a living child at the eighth month in this way, the author 
recommends the abdominal route after the sixth month is passed. 

When the carcinomatous infiltration is so extensive that there is 
no hope of removing the disease completely, the life of the child has 
to be considered ; and in those cases where it seems that only a few 
months of life are left to the mother, palliative treatment only should 
be instituted, because partial operations are liable to produce mis- 
carriage, and the mother is not materially benefited by them. 

Cesarean section at term may be done, but, because of the risks 
of septicemia, Porro’s operation is preferable in these cases if the 
infiltration is not so extensive as to render this operation impossible 
or specially dangerous. 

Should, however, an operation on the mother, while not curative, 
offer a fair chance of prolonging her life for some time, it should be 
done, and the foetus sacrificed, as the prognosis to the foetus is 
always unfavourable; or, apart from operation, pregnancy should be 
interrupted should the progress of the growth be such that the 
mother becomes rapidly cachectic, and the foetal vitality thus com- 
promised. W. F. 

Depression with Fracture of the Frontal Bone during 
Labour ; Cured by Operation.—VILLarRD and PINATELLE (A znales 
de Gynéc. et d’Obstét., March, 1g02, p. 223) draw attention to 
depressions of the cranial vault occurring in difficult labour with 
contracted pelvis. Hitherto little has been attempted in the matter 
of treatment, and more than half the children rapidly die, or recover 
with physical or intellectual defects, amounting even to idiocy. The 
authors point out that the conditions of fracture or depression in 
such cases should be treated like those occurring in adults, and they 
publish a case of their own where operative treatment yielded excel- 
lent results. 

The patient was delivered at the Maternité de la Charité at 
Lyons; age thirty-five, three previous labours. She was markedly 
deformed by rickets, and had been unable to walk since the age of 
four. One of her previous labours had been induced, another occurred 
prematurely, and the third spontaneously at term. Two of the children 
had survived. The available conjugate was estimated at barely 
3+ inches (8}-8} cm.). After labour had continued for fourteen 
hours—the membranes having been ruptured for six hours, and the 
head fixed at the brim—forceps were applied under chloroform. 
Traction was made for fifteen to twenty minutes ; after two further 
attempts the head rather suddenly came down and was easily 
delivered. A large deep depression over the left frontal bone was 
then found, where the promontory of the sacrum had impinged 
upon it. The depression extended over the whole frontal bone, and 
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was about an inch in depth (2}-3cm.). The child weighed 7} pounds. 
Measurements: O.F. 4% inches; So.B. 4} inches; Bi.T. 4 inches; 
Bi.P. 44 inches. 

Some difficulty was experienced in getting the child to breathe, 
but efforts at resuscitation were eventually successful. Operation 
was at once decided upon for the relief of the depression. The scalp 
was incised down to the bone, and a spatula gently insinuated on the 
flat in the posterior angle of the depression, which corresponded with 
the fronto-parietal suture. Great care was taken not to wound the 
dura mater. Some blood-stained material escaped, and the depressed 
bone was gradually lifted upwards. This was easily accomplished 
at its posterior angle, but in front over the frontal boss there existed 
a true depressed fracture with two or three movable pieces of bone. 
Under these the spatula was inserted, and the remainder of the 
depression could then be lifted up. Recovery was perfect except 
for the formation of a small hematoma. 

Villard and Pinatelle think that in most cases the depression is 
caused by the pressure of the sacral promontory in labour with 
contracted pelvis. With this is often combined premature ossifica- 
tion of the skull or abnormal size of the head as compared with the 
pelvis. They further insist that in such cases operative treatment 
should certainly be undertaken. Similar cases are reported by 
Tracy Sinclair,* Smith,+ Jennings,{ Prudhomme (Paris), Penet, 
Tapret, Boissard, and Secheyron. Several of these cases exhibited 
marked symptoms of local compression, and that of Secheyron, 
operated on three days after birth, showed convulsive movements of 
one arm. Three out of four cases treated by operation recovered. 
The authors point out that operation in severe cases is nearly always 
necessitated, and that mere counter-pressure on the vault or massage, 
as advised by Milne-Murray and Munro Kerr, is only suitable for 
slight cases. The authors would not wait for symptoms of com- 
pression, but would attack all cases where the depression is 
considerable; and, looking at the serious results that have 
supervened in cases that have been left untreated, operation should 
be undertaken at once in every case. Further, if the operation 
be done with antiseptic precautions the risks are slight. A very 
good drawing of a skull from a similar case from the collection of 
Professor Rochier is given. Cc. H.R. 

Double Rupture of the Umbilical Vein, with the Formation of 
Two Hezematomata, in a Case of Spontaneous Birth (Wesrt- 
PHALEN: Cent. fiir Gyndk., No. 12, 1902).— Hematoma of the 


* Tracy Sinclair, Boston Med. and Surg. Journ., 1885. 
+ Smith, Amer. Journ. of Obstet., 1893. 

£ Jennings, J7ed. Record of New York, 1894. 

§ Glasgow Med. Journ., January, 1901. 
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umbilical cord, as a result of rupture of its veins, is rarer than 
varicocele of the umbilical vein. Its cause is twofold: (1) external 
violence, (2) more commonly pathological changes in the vessel 
wall, and here varicosity plays the most important part; simple 
phlebectasis, a sudden distension of the vessel lumen, with subsequent 
rupture and blood extravasation into the Whartonian jelly, have also 
been observed. Bussman described a case in which intra-uterine 
torsion of the cord had produced a hematoma the size of an apple, 
and had caused death of one foetus in a case of twins. Delunsch has 
described a case of double hematoma resulting from a tear of the 
cord. 

Case 1.—The patient—a primipara—was aged twenty-nine. 
Labour lasted two and a half hours before the head was born; 
whilst the perineum was being stretched, about 30 c.c. of dark blood 
escaped per vaginam. The foetal heart-sounds were still distinct. 
A few minutes later a strong female child was born, quite dead, 
with the cord thrice wound round the neck; the placenta followed 
in a quarter of an hour. The cord was 88 c.m. long; its middle 
part was devoid of Wharton’s jelly, the spiral arrangements being 
here obliterated, and it presented at this point two hematomata 
8 c.m. apart. On the proximal side of this area there was a tear 
in the sheath of the vessels, the blood-clot occupied the entire 
lumen of the cord, and the bloodvessels of the latter ran a straight 
and not a spiral course. The hemorrhagic infiltration proceeded 
from the ruptured umbilical vein, which at the spot where the sheath 
was ruptured was devoid of muscularis, and dilated. 

The varicosed condition of the umbilical vein, the absence of 
Wharton’s jelly in the cord, and the violent character of the pains, 
were all factors in producing the rupture. 

Case 2.--The patient was thirty years old when her first child 
was born ; three years previously there had been a miscarriage at the 
fourth month ; two years later a child was born at fullterm. Labour 
had always been precipitate, and for this reason the patient came to 
hospital for her third confinement. On admission the os was the 
size of a florin. In the night pains occurred every two hours, and 
not until the next evening did they increase in frequency, the 
intervals lasting twenty minutes. The patient was put to bed at 
seven o’clock p.m. An hour later, whilst straining at stool, a child 
was born with a ‘caul,’ the placenta following fifteen minutes later. 
The length of the cord was only 46 c.m., and at a point 5 c.m. from 
the umbilicus blood was escaping from it. Ligatures were placed 
on either side of the bleeding-point and the cord divided; the 
short attached part of the cord now began to swell up and turn a 
brownish-red colour, and when 3 c.m. thick the sheath burst, venous 
blood escaping. A ligature applied close to the navel stopped the 
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hemorrhage. Two varicosities were found on the vein close to the 
umbilicus. 

Five centimetres from the umbilicus the cord was tightly twisted, 
with its thickness reduced to one-half. It was here that the ligature 
was applied, and between this point and the navel the spindle-shaped 
hematoma had formed, the sheath of which burst half-way between 
the ligature and the child’s body. The maternal surface of the 
placenta was normal, nor were there any varicosities nor phleboliths 
on the foetal aspect. The umbilical vein was normal to a point 
17 c.m. from the tear. Here the lumen suddenly enlarged; serial 
sections revealed a small tear in the muscularis, which rapidly 
became larger, and the site of rupture was filled with clot only. The 
umbilical arteries were normal. In this case there was a pathological 
change in the vein wall causing varicosity and sudden stretching of a 
short cord during birth; and when to these factors was added a 
rise of blood-pressure occasioned by the ligature, the vein burst, a 
hematoma formed between the ligature and the navel, and finally the 
extravasated blood caused rupture of the sheath of the cord, the latter 
taking place under the observation of the accoucheur. The case 
shows that, given a varix in the cord, very slight external violence is 
sufficient to cause rupture, which may occasion death of the foetus. 

For details of an interesting vascular tumour of the cord at birth, 
see Trans. Obst. Soc. Lond., vol. vii., p. 212. ck 

Two Cases of Foetus Papyraceus (von LICHEM: Cent. fiir Gyndk., 
No. 6, 1902).—There is nothing rare in the occurrence of mummifi- 
cation of a retained foetus, and the point is not of much practical 
importance, but von Lichem publishes his two cases on account of 
his investigations on the age of the dried embryos by means of the 
Rontgen rays. The fact that the two cases occurred within fourteen 
months, and in a series of 500 births, points to the conclusion that 
foetus papyraceus occurs more frequently than is usually supposed. 
As is well known, mummification occurs nearly always in connection 
with twin pregnancy, where there has been a struggle for existence 
between the embryos and one has died, but is retained within the 
uterus long enough for desiccation to take place. 

Case 1.—The patient was a 2-para, aged thirty years. With 
regard to the third pregnancy—the one in question—there had 
been sickness during the whole time. An abscess of the left labium 
minus was opened a month before labour set in. On admission, 
a living child was found occupying the first vertex position at the 
tenth month of pregnancy. Flattened against the occiput of this 
child was a mummified, compressed second foetus, so curved as to 
adapt itself to the occipital convexity like a cap; its upper and 
lower extremities were fully developed and bent at the joints. 
The finger and toe nails were visible, the sex (female) was clearly 
36—2 
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distinguishable. It was easily delivered. The living child was born 
one and a half hours later. Its after-birth was normal, and was 
not adherent to the placenta of the foetus papyraceus. Three days 
later the dried placenta was expelled without much bleeding and 
with only slight pain; it was deltoid in shape, and measured 
II c.m. X g c.m.; its maternal aspect was horny, yellowish, fatty, 
and hemorrhagic. The membranes were intact. The cord had 
a central attachment and was very twisted. The puerperium was 
normal. 

Case 2.—The patient was aged thirty years; she had had five 
labours, all normal, but only one child had lived. On admission, 
the right hand of a foetus presented. To the right of the sacral 
hollow a foetus papyraceus could be felt, which was expelled three 
and a half hours after labour began. The second foetus was extracted 
by turning, the normal placenta following fifteen minutes afterwards: 
it contained many small, and one large peripheral infarct; its cord 
was eccentrically attached. There was an anastomosis between the 
two placentae. The membranes—one chorion and two amnions— 
were complete. 

According to Winckel and others, the mummified foetus and 
placenta are usually born first; in the above two cases this was not 
so. Spiegelberg and Ahlfeld state that the flattened foetus is found 
after the birth of the normal child. Abel, Neumann, and Littauer 
have found the same relations with regard to the two embryos 
as in von Lichem’s two cases. 

In Case 1 the cause of death of the foetus was not easily deter- 
mined; amniotic strings, which Neumann has demonstrated as a cause 
of strangulation of the cords, were not to be found: the torsion of the 
cord might have been responsible for the condition. In the second 
case the peripheral infarct was the probable cause of death, since it 
was situated in that part of the placenta which should have 
nourished the foetus compressus. 

Littauer has noted this condition. In von Lichem’s case there 
was no proof that the infarct was the result of syphilis, endometritis, 
or kidney disease. According to the literature on the subject the 
foetus generally dies between the third and fifth months. 

In establishing the age of a dried foetus the length is to be noted 
as the skeleton undergoes no absorption. The length of the long 
bones, when not bent and broken, and the centres of ossification, 
also help in this direction. The latter are visible macroscopi- 
cally at the seventh month, and by the Rontgen rays they give a 
distinct shadow, whilst the unossified cartilage and membrane do 
not. There is some difficulty with the shadows of the cranium ; this 
applies even to the normal head, but in the dried specimen the diffi- 
culties are increased by the bones being displaced and bent. In 
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Case 1 the shadow shows the bony vault, the upper and lower jaw, 
the zygoma, the occipital fossee, and the annulus tympanicus. The 
left clavicle was normally curved, the right straight. The vertebre 
showed centra for bodies and neural arches; the ribs were free at 
their extremities; the sternum was not visible. The diaphyses of 
the long bones were nearly ossified, the epiphyses were absent, and 
whilst the scapula showed plainly, the pelvic girdle was invisible. 
Phalanges, metacarpal and metatarsal bones were distinct, but the 
tarsal and carpal bones, and also the patella, were absent. In Case 2, 
the ossification of the vertebral bodies and arches was further 
advanced than in the first. The scapula, ileum, and long bones were 
better marked. Sternum, carpal and tarsal bones and patella were 
absent. 

The presence of ossification in the middle phalanx of the fifth 
finger showed that the foetus in each case was four months old, 
but since the sternum was wanting in both cases, neither foetus had 
attained the age cf six months. Closer investigation proved the first 
case to have reached the end of the fourth or the beginning of the 
fifth month, and the foetus in the second case to have reached to the 
middle of the fifth month of development. Such an investigation, 
easily determined by the Réntgen ray apparatus, cannot be carried 
out otherwise except by laborious section-cutting of unsuitable 
material. 

An Experimental Investigation of Puerperal Pyemia (IF. W. 
GAERTNER, M.D.: Amer. Jour. of Med. Sct., March, 1902).—This 
paper is the outcome of eighteen very careful experiments on dogs 
and rabbits. The experiments are described, and the author considers 
that the accurate microscopic examination of these eighteen cases 
gives him a certain privilege to participate in the discussion of 
Metschnikoff’s theory of phagocytosis, and as a result he places 
himself on the side of the opponents of this theory. He is further 
able to support the theories of Virchow and Aschoff, in opposition 
to the French school, that thrombosis is the primary process and 
phlebitis the secondary one. Transferring the results of the investi- 
gations to pyzmia in the puerperium, he comes to the conclusion 
that the transformation of the physiological formation of thrombi 
into a pathological one, as in thrombo-phlebitis purulenta, is principally 
due to the presence and the effects of pus organisms. 

At the commencement of his paper the author asks the following 
questions: Is pyeemia due to a special species of pus germs? and 
to what cause is the vehemence of a pyzmic infection due? Asa 
result of his investigations, he found that it did not make any differ- 
ence whether staphylococci or streptococci alone, or both together, 
were used for infection of the artificial cotton-wick thrombi; the 
insertion of the same in the vena jugularts externa of eighteen animals 
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uniformly caused pyemia, with its characteristic symptoms—phle- 
bitis, suppuration in the surrounding tissue, embolic abscesses in 
distant parts, general blood-poisoning, and death of the animals. 

The intensity of the pyemic infection depended (1) upon the 
source from which the organisms were obtained (staphylococci from 
carbuncle pus, and streptococci from erysipelas, proved the most 
poisonous, no matter how many times they were cultivated); (2) upon 
the age of the completed artificial thrombi before their insertion in 
the vena jugularis externa (the longer staphylococci and streptococci 
were kept in a dry state, the greater was the loss of virulence, no 
matter how virulent they proved at their first examination). 

C. B. 

Double Optic Neuritis occurring during Lactation (GREEN: 
Interstate Medical Journal, March, 1902).—The patient was aged 
twenty-six ; the family history was negative both as to constitutional 
and ocular disease. As a child she was delicate, and suffered from 
migraine, accompanied by bright flashes of light. Menstruation was 
normal. She married at the age of twenty-four. Parturition was 
easy and the child healthy. The puerperium was prolonged for three 
weeks, owing to ‘ paralysis of the bowels.’ Syphilitic and gonorrhceal 
infection were both denied. Patient suckled the child, and five 
months after its birth she began to suffer pain in her eyes on looking 
steadily at an object, and the eyes were tender to the touch. Three 
days after onset of this condition the sight of the right eye was found 
to be very dim. Two days later the sight of the left eye was lost. 
On examination the patient was found to have double optic neuritis. 
There was no evidence of central nervous disease, or of a cardiac or 
respiratory lesion. 

The patient remained in this state for about a week, and then 
began to improve, after three weeks left the hospital, and five months 
later both eyes had much improved; no peripheral delimitation of 
the visual fields had occurred, signifying a favourable prognosis. 

According to Uhthoff’s researches, the condition of optic neuritis 
during lactation is due to toxines. c. B 

Malnutrition as shown in Congenital Syphilis (KERLEY: New 
York Medical News, March 22, 1902).—A recent severe syphilitic 
infection in one or both parents results either in sterility or, if 
conception occur, in the death of the foetus. In more remote or 
less virulent infection the pregnancy may go on to term, the child 
showing marked evidences of disease. The longer the period which 
elapses between the date of infection and the birth of the child, the 
slighter in degree and the later in time will be the manifestations 
in the child—the latest of all such manifestations being a condition 
of malnutrition and anemia, developing often when the offspring 
has attained the age of five or six years. 
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Six cases are quoted in which all other signs of congenital 
syphilis were absent, but in every instance, on careful investigation, 
it was discovered that the father had some years previously con-_ 
tracted the disease, and in most cases, after treatment, had ultimately 
been pronounced cured. 

The patients were treated with small doses of mercury and 
potassium iodide, and in every instance there was marked improve- 
ment. H. W. 


GY N A:COLOGY. 


The Variations in the Structure of the Mesometrium, and _ 
their Influence on the Causation of Menorrhagia (THEILHABER 
and MEIER: Archiv fiir Gyndk., 1902, vol. lxvi., p. 1).—In the first 
or clinical part of this paper Theilhaber remarks that, in the absence 
of definite signs of disease, menorrhagia and metrorrhagia are 
generally attributed to inflammation of the uterine mucosa. This 
he considers to be an incorrect assumption in many cases, in which 
it is the mesometrium, and not the mucosa, which is defective. He 
uses the word ‘ mesometrium’ in order to include connective tissue as 
well as muscle, the latter only being suggested if the term ‘myo- 
metrium’ is employed. He holds that contraction of the uterine wall 
plays an important part in regulating the pelvic circulation, not only 
during pregnancy, but throughout life. If it is defective, various 
pathological changes occur, and a leading symptom of these is an 
undue tendency to hemorrhage from the uterine mucosa. The pro- 
portion of muscle to connective tissue varies in the mesometrium 
according to function. In childhood and in old age there is little 
muscle, and the bloodvessels are small, while there is much connec- 
tive tissue. During reproductive life there is less connective tissue 
and more muscle, while the bloodvessels are large. A pathological 
defect of muscle or overgrowth of connective tissue during reproduc- 
tive life is the essential lesion in many conditions characterized by 
hemorrhagic discharge. Uterine muscular insufficiency of this kind 
presents various clinical types. 

1. Soon after puberty menstruation is often prolonged, and some- 
times the flow is also increased in quantity. In young girls who 
suffer thus the uterus is often small and ill-developed, but may be 
enlarged and thickened if the condition has persisted for some years. 
This enlargement is, the writer considers, merely secondary. The 
essential feature of the cases is that growth of the bloodvessels 
at puberty outpaces the increase in uterine muscle which should 
accompany it. A common cause is said to be onanism. 

2. A second form of uterine insufficiency arises through degenera- 
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tion of muscular tissue. This is observed, for example, in chlorotic 
young women whose menstruation becomes excessive, their pelvic 
structures presenting no change which can be discovered by clinical 
means. 

3. Perhaps the commonest type is that due to myofibrosis uteri. 
This may constantly be observed as the menopause approaches, the 
muscle turning into fibrous tissue before the bloodvessels are reduced 
in size. This may occur years before the menopause. 

4. A fourth form of uterine insufficiency is observed in severe, 
acute, and subacute diseases of the tubes and pelvic peritoneum. 
The blood-supply of the uterus is increased through collateral hyper- 
emia, its parenchyma becomes cedematous, and the organ is found 
lengthened and thickened. At menstruation bleeding is increased 
and prolonged. After the acute inflammatory pelvic disease is over, 
the uterus does not always recover completely, and is often found 
smaller and harder than normal. The menstrual flow is then 
reduced, as is often observed when acute tubal disease passes into a 
chronic stage. Tubal mole falls under the same category, and 
produces a similar form of ‘ adnexa uterus.’ 

5. The presence of interstitial myomata is the cause of another 
form of insufficiency in the uterine muscle. 

6. Subinvolution after pregnancy is yet another clinical type of 
the condition under notice. 

In the second part of the paper Meier deals with the histology 
of the mesometrium, and gives the results gained by examining 
sixty-one uteri. He finds that the uterine musculature increases 
quickly from the age of ten to that of twenty years, and reaches its 
height at the first confinement. It is maintained fairly well during 
reproductive life, and then gradually diminishes. Every pregnancy 
permanently. lessens the muscularity of the uterus; exhausting 
diseases having a similar effect. Loss of muscle appears with 
advancing age, often long before the climacteric is reached. Pyo- 
salpinx is often accompanied by the atrophy of uterine muscle, and 
while myomata often cause hypertrophy, they are also often accom- 
panied by atrophy of the general uterine musculature. 

A Demonstration of Changes occurring in Uteri in which 
Fibro-myomata are present (E. STANMORE BisHop, F.R.C.S. Eng.: 
Brit. Gynaecol. Journ., Feb., 1902).—In discussing the changes in the 
endometrium produced by the presence of fibro-myomata, the author 
states that Semb, in twenty-three cases, found no definitely charac- 
teristic change; Wyder, in twenty cases, found interstitial endo- 
metritis ; Campe, in ten cases, found chronic glandular endometritis, 
with inflammatory changes in the stroma in one case; Bousoff, in 
twenty-one cases, found atrophy in eleven, with complete or partial 
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destruction of the glands, glandular endometritis in three, interstitial 
endometritis in five, glandular and interstitial endometritis in two. 

In the greater number of Bousoff’s cases the bloodvessels beneath 
the superficial portion of the endometrium were very much dilated 
and filled with corpuscles. A diffuse extravasation of blood was 
seen in all sections, and in most of the sections the superficial 
epithelial cells had disappeared. 

Sutton and Giles say that whilst the tumour remains in the 
cavity of the uterus the mucous membrane covering it is indis- 
tinguishable from that lining the cavity of the uterus, and it is only 
when the myoma enters the vagina that the epithelium becomes 
changed, and then only on those parts which are subjected to pressure. 

Barremans finds in these cases that the deeper layers of the 
endometrium show a glandular change, the superficial layers present 
the microscopic appearances of interstitial endometritis, the glands 
invade the subjacent muscular layer, and the mucosa is seldom 
atrophied. 

It will thus be seen that there is a considerable difference of 
opinion as to what is the condition of the endometrium, and it would 
appear that many variations occur. The author himself examined a 
number of microscopic slides taken from thirty different cases, and 
came to the following conclusions: 

1. The presence of a fibro-myomatous growth in the uterus 
produces an effect on the endometrium. 

2. In the early stages, and whilst still intramural, the growth 
tends to produce hyperplasia of this membrane. 

3. When it is sufficiently submucous to exert pressure on the 
membrane it produces compression, with subsequent disintegration 
both of the glands and of the interglandular substance. 

4. The endometrium covering a fibroid polypus and the uterine 
wall opposing it, is reduced to a single layer of cells, which approxi- 
mate to the squamous type. 

5. In many of the sections bloodvessels and lymphatics are seen 
within a very short distance of the protecting line of epithelium. 

He also states that a practical result of his observations is that 
curetting for hemorrhage is justified before the tumour becomes 
polypoid. In the latter part of his paper he discusses the causation 
of fibroids, and considers that, of all the theories advanced, Pilliet’s, 
which ascribes the starting-point of uterine fibro-myomata to the 
overdevelopment of the outer walls of certain uterine arteries or 
arterioles, is the best. Cc. 

A Case of Grape-like Sarcoma of the Cervix Uteri (BACHE 
McE. Emmet, M.D.: American Journal of Obstetrics, March, 1902). 
—This rare condition, which was first described by Spiegelberg in 
1879, closely resembles in appearance a myxomatous degeneration of 
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the chorion. Emmet’s case is the sixteenth that has been recorded. 


The patient was nineteen and a half years old, unmarried, and 
seemingly of delicate constitution. For two months before coming 
under observation she had complained of pain about the left ovarian 
region, the navel, and back, at varying intervals, chiefly after men- 
struation. One month before admission to the hospital she was 
examined because of a great amount of offensive discharge. At 
that time a polypoidal mass was found at the vulva, which in part 
dropped off. A month later Emmet found a large polypoidal mass 
protruding from the vulva. The mass was very dark red, and 
channelled in its length, and filled the vagina, so that an anesthetic 
was necessary to determine its exact relations. It was found to be 
growing from the posterior lip of the cervix. The growth was 
removed by means of scissors, cutting it from the cervix in a deep 
wedge shape. The uterus was then curetted. The patient made an 
apparently good recovery. The tumour was reported to be a simple 
fibroid polypus by a pathologist. 

Seven months later the patient returned to the hospital, stating 
that since the operation she had had a profuse vaginal discharge, 
accompanied by great bearing-down pains for five weeks, and ‘ pieces 
of flesh coming away.’ Examination showed a mass filling up the 
vagina, with pendulous bodies of the size of Niagara grapes hanging 
from all parts of it, and dropping off into the examining hand when 
merely touched. The mass was soft and bled very readily, and under 
ether was found to be springing from the entire circumference of the 
os uteri. The line of demarcation between it and the cervix was not 
very definite, and there were growths of the same character on the 
vaginal mucous membrane. Guided by the previous histological 
examination, high amputation of the cervix was performed, and the 
mass thus removed. ‘The pathologist’s report on this occasion was 
‘spindle-cell sarcoma.’ The patient made a good recovery at the 
time, but four months later the discharge recurred, and she had 
hemorrhages two or three times a week, accompanied by much pain. 
Death took place a month later in her own home. The author quotes 
from a paper by Whitridge Williams, entitled ‘Contribution to the 
History and Histogenesis of Sarcoma of the Uterus,’ read before 
the Women’s Hospital Society in November, 1go1, which gives a 
full account of this rare condition. W. F. 

The Operative Treatment of Prolapse of the Vagina and 
Uterus (P. Baum: Archiv fiir Gyndk., 1902, vol. lxv., part iii., 
p- 597).-—The writer, after some reference to the anatomical and 
static elements in the causation of prolapse, discusses the relation of 
retroversion and flexion to uterine prolapse. He considers prolapse 
of the vagina alone to be very rare and very slight. Every consider- 
able vaginal prolapse is accompanied by descent of the uterus. 
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Kiistner and others have maintained that, when the uterus is retro- 
verted, its axis is in line with that of the vagina, instead of making a 
sharp angle with it; in this position abdominal pressure does not force 
the anterior uterine wall against the anterior vaginal wall, but carries 
the uterus like a plug into the vagina, folding the anterior vaginal wall 
on itself, and causing it to appear at the introitus vagine. This belief 
determines the action of those who consider a fastening of the uterus 
in a position of anteversion to be an essential part of any operation 
for prolapse. Some, however, consider retroversion to be secondary 
to the descent of the anterior vaginal wall, or hold, like Hegar, that 
any considerable retroflexion tends to hinder the development of 
prolapse. They, naturally, will not complicate their operations by 
any attempt to antevert the uterus. The writer holds that clinical 
observation cannot settle the point, which can only be determined by 
operative experience. He himself for some time combined vaginal 
fixation with anterior and posterior colporraphy, and reported his 
results in 1897. There was recurrence in 30°7 per cent. of his opera- 
tions. Whether these results were worse than those obtained by him 
before using vaginal fixation he has no figures to show. He has 
subsequently, however, operated for prolapse ninety-five times (May, 
1897, to March, 1900) without any attempt to fix the uterus forward, 
and has succeeded in following up eighty-six cases. These are 
briefly mentioned. In eight cases the immediate result of the 
operation was not satisfactory, and recurrence of prolapse quickly 
followed. Out of the total number there was recurrence in twenty- 
Six cases (30°2 per cent.), and a permanent good result in sixty 
cases (69°8 per cent.). Comparing this with his previous figures, 
the writer concludes that in operations for prolapse, it is a matter 
of indifference whether the uterus be fixed forward or left in a faulty 
position. 

The writer next considers the results obtained by other operators 
when employing vaginal fixation for the relief of prolapse. Herff 
claims permanent cure in 78 per cent. of his cases ; Schmidt obtained 
the same result. Schultze operated on ten cases, in eight of which 
prolapse quickly recurred. 

A table follows in which are compared the results obtained by 
ventrofixation, the Alexander- Adams operation, fixation of the 
round ligaments in the vagina, and shortening of the round liga- 
ments by Wertheim’s method. These results are very variable. 
The Alexander-Adams operation comes out with only 33°3 per cent. 
of cures. The other methods have given permanent relief in about 
70 per cent. of the cases. Another table gives the results obtained 
by other operators without any attempt at fixation of the uterus. In 
simple cases the average of 71°1 per cent. of cures was obtained by 
colporraphy and colpo-perineorraphy. In more severe cases 75 per 
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cent. of cures followed the same measures, with the addition of 
amputation of the cervix. 

The causes of failure are next referred to. The more complete 
the prolapse, the more likely is it to recurr. Parturition following 
operation is a common, but by no means universal, cause of recurrence. 
The effect of the age of the patient is a point not yet sufficiently 
observed. 

The writer next describes his technique in anterior and posterior 
colporraphy and in perineorraphy. He also mentions that he has 
five times done an operation (‘ kolpopexia anterior’) in which the 
anterior vaginal wall is drawn forward by two stitches passing, one 
on each side of the urethra, between the pubic symphysis and the 
bladder, and tied on the external surface just above the pubic bones. 
Resection of the pouch of Douglas, with suture of the posterior 
vaginal wall to the anterior rectal wall, has also been tried by the 
writer. His best results, however, have been obtained by ampu- 
tation of the cervix, combined with plastic operations, narrowing the 
vagina and improving the perineum. These old measures, carefully 
performed, will, he holds, give as good results as the most recent 
developments of mental ingenuity and operative skill. Total extir- 
pation of the uterus and vagina, stitching of the body of the uterus 
into the vagina, stitching together of the vaginal walls, and other 
modifications of vaginal plastic work, are finally discussed, only to be 
condemned, so far as general utility is concerned. 

There has been much laborious work done of late, the writer con- 
cludes, to improve the results of operations for prolapse. Unfortu- 
nately, these efforts have not justified the hopes of their authors. We 
stand to-day in the same position as after Hegar’s first paper on the 
subject—an unpleasant, but valuable, conclusion. It will prevent 
well-meant but useless complications, not free from danger, of 
vaginal plastic work. Under certain circumstances ventrofixation, 
the Alexander-Adams operation, Wertheim’s and Miiller’s operations, 
may, however, be usefully combined with the old vaginal measures. 

Repair of a Complete Laceration of the Perineum in a Girl of 
Nine Years, produced by the Finger of the Obstetrician at the 
Patient’s Birth (H. A. Royster: American Journal of Obstetrics, 
March, 1902).—The patient, a well-nourished girl of nine years of 
age, came under Royster’s care with the following history: The 
girl’s grandfather, a very aged physician, had acted as accoucheur 
at her birth, and, mistaking a breech presentation for the head, had 
introduced his finger into what he supposed was the child’s mouth, 
but which was really the vagina, and, exerting traction, had com- 
pletely lacerated the perineum. No immediate harm had resulted 
from the accident, and there was no subsequent incontinence of 
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fzeces. Royster found the tear extending into the vagina to the depth 
of } inch, and the ends of the torn sphincter plainly visible on either 
side. The first operation for repair of the injured parts was only 
partially successful, but on a second attempt, five months later, the 
result was perfect. The author has been able to find only one other 
case of this very rare accident.—W. F. 

Acute Gonorrheeal Peritonitis (KoLAMENKIN: La Gynécologie, 
Feb. 15, 1902).—A report of a genuine case of this disease, the 
existence of which has been disputed, appeared in a Russian paper, 
the Vestnik Klururghi, last August, and is noticed in the above- 
named French journal. A woman, thirty-four years of age, was 
admitted into a hospital suffering from all the symptoms of acute 
general peritonitis. For three days she absolutely refused to submit 
herself to any operation ; at length, however, she allowed Kolamenkin 
to perform an abdominal section. This proved fatal, and it is 
instructive that the true extent of the disease was not determined at 
the operation. All that was noticed on that occasion was free serous 
exudation, a few false membranes on the intestinal coils, and on the 
parietal peritoneum and soft adhesions between the coils. The 
ovaries were both inflamed and greatly enlarged, lying in Douglas’s 
pouch. For reasons not stated it was thought good to remove them. 
The report briefly states that ten hours later, at the necropsy, acute 
purulent inflammation of the peritoneum was detected, whilst the 
bladder and genital tract were found to be similarly affected. Pus 
taken from the serum in the peritoneal cavity, from several perimetric 
abscesses, from the appendages, the bladder and the secretion of the 
cervix was found to contain the gonococcus, all other germs were 
absent. A. D. 

On a Case of Fistula between the Fallopian Tube and the 
Abdominal Wall (HAECKEL: Monats. fiir Geburts. und Gynik., March, 
1902).—Cases in which fistulee have occurred between the abdominal 
wall and the stump of a Fallopian tube cut through during an 
ovariotomy or salpingectomy are not rare. Several cases are on 
record dating from the days when the ovariotomy pedicle was fixed 
in the abdominal wound. In these cases blood sometimes issued 
from the fistula during menstruation, as is shown in two cases 
mentioned by the author. One was recorded by Schultze, where 
the fistula occurred after an ovariotomy; another by the author, 
where a gauze tampon was used after an operation for a double 
pyosalpinx. Also Martin records a case in which the distal end of 
the tube, fixed to the vaginal wound after vaginal hysterectomy, 
formed a tubo-vaginal fistula, from which there was a kind of men- 
struation, and in which also pregnancy occurred. The present case, 
however, is different from these, and apparently no similar one is to 
be found in the literature of the subject. The patient, thirty-five years 
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old, after delivery of a premature child, had a large exudate in the 
pelvis reaching from the anterior superior spine on one side to that 
of the other side, and upwards to within two fingers’ breadth of 
the umbilicus. The skin was infiltrated and very hard, and on the 
left of the middle line was a diagonal scar with a fistula in the centre, 
the result of a previous incision. The fundus uteri and adnexa were 
imbedded in the exudate and could not be felt. On incising the 
scar, the fistula was found to lead into a cavity the size of an apple, 
filled with pus. The fever improved after this, and the exudation 
gradually disappeared. Six months later the patient still had pain, 
but now the uterus could be felt, and to the left of it a tumour of 
the size of an apple, apparently freely movable, could be palpated. 
The hard infiltration had entirely disappeared. The fistula, which 
was still present, and admitted a probe for 8 cm., gave issue to 
blood at the menstrual periods, and mucus only in the intervals. 
In addition there was a ventral hernia in the scar. The scar and 
hernial sac were excised, and it was then found that the tube was 
adherent to the fistula, and that the ovary was the size of an apple. 
The broad ligament was tied and divided, the ovary, tube, fistula 
and scar being all removed in one piece. The wound was carefully 
sutured in three layers, and the patient made a good recovery. The 
specimen showed that the tube was of normal size, and that its 
abdominal ostium opened into the fistula, which presumably also 
communicated with an abscess in the ovary. ¥. G. &. 
On the Reflex Relationship between the Breasts and Genitals 
(PFISTER: Cent. fiir Gynak., No. 14, p. 380, I1902).—The writer, 
after reviewing the question from the point of view of comparative 
anatomy, goes more closely into the question as to whether reflexes 
can be excited in genital organs by stimulation of the breasts, and 
conversely in the breasts by excitation of the genitals. He places 
the facts based on clinical and experimental evidence together. The 
following is an account of some of these. Scanzoni’s experiment of 
inducing abortion by sucking the nipple has been confirmed by him 
on three occasions. He uses a cupping apparatus for the purpose, 
and thinks that with easily excitable women it will generally succeed. 
One hundred experiments were made to test the effects of suckling 
on uterine contractions. The first contraction starts from two to 
four minutes after the application of the child, and in from twenty to 
thirty seconds the uterus is stony hard, remaining in this condition 
for two or three minutes, and returning to its original state after 
three or four minutes. With energetic sucking the next con- 
traction starts after a pause of five minutes. Irregular sucking 
alters the duration of the interval between the contractile periods. 
With advanced involution of the uterus the contractions are shorter 
and less powerful, but can be obtained until the eighth day after 
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labour. Section of the long thoracic and intercostal nerves with 
isolation of the breast by a circumscribed incision (carried out on 
twenty-seven bitches) showed that in pregnancy the development 
and function of the breasts is independent of the nervous system. 
Regeneration of the nerves was excluded by the microscope. Com- 
plete isolation of the breasts from every nerve influence from the 
genitalia does not affect their development and function. 

Two experiments were performed (also on bitches) to test whether 
stimulation of the nipple would excite reflex uterine contraction. 
Electrical and mechanical stimuli gave negative results. 2.2 
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REPORTS OF SOCIETIES. 


~OBSTETRICAL SOCIETY OF LONDON. 
Meeting, Wednesday, April 2, 1902, 
Peter Horrocks, M.D., President, in the Chair. 


Primary Tuberculosis of the Cervix simulating Cancer.—Dr. 
Lewers read this paper, which will be published in an early number of 
the Journal. 

Specimens of tubercular disease of the body of the uterus, the cervix, 
and vagina were also shown by Dr. Russert ANpReEws, Dr. WILLIAM- 
son, Mr. Tarcett, and Dr. Crort, and discussed in connection with 
Dr. Lewers’ paper. 

Dr. HanpFIELD-JoNES narrated a case which had come under his 
observation, in which the patient, a multipara, aged thirty, had suffered 
for several years with strumous disease of both hands. Several fingers 
and parts of the metacarpal bones had been removed at different times, 
owing to the presence of tubercular disease of the bones and joints. For 
months the patient had been suffering from excessive menstrual losses, 
and in the intervals from a foul vaginal discharge. Examination showed 
that the cervix was deeply excavated by tubercular ulceration, and that 
the mischief had extended to the upper part of the vaginal wall on the . 
left side. As the patient would not submit to any radical operation, the 
ulcerated cervix was thoroughly scraped, and then Paquelin’s cautery 
freely applied to the base of the ulcer. Cicatrization followed, and two 
years later she was found to be free from any further spread of tubercular 
disease in the genital tract, but she had commenced to develop tubercular 
lesions in her lungs. Curettage and use of the actual cautery might cer- 
tainly be used with advantage for cases in which extirpation of the uterus 
was deemed undesirable. 

Dr. Crort remarked on the importance and difficulty of diagnosing 
cases of tubercular cervicitis. There was a closer resemblance of the 
symptoms in Dr. Lewers’ case to those of cancer than in the case 
described by himself. Dr. Lewers’ patient had had bleeding, pain, and 
some offensive discharge; Dr. Croft’s case had absolute amenorrhcea 
for many months, bleeding only taking place when examined. The 
growth was softer than in cancer, and did not break away in the same 
crumbling manner. The papillary masses were easily detached, and 
were more of the consistence of mucous polypi than of the vegetations of 
cancer. On his first examination of the case, he concluded that the growth 
was not of the nature of any of the ordinary forms of cancer of the cervix, 
but kept in mind the possibility of an early condition of botyroidal sarcoma, 
or myxoma of the cervix. The tubercular nature of the lesion was, 
however, established by microscopic examination before operation was 
decided on. In reply to a remark of Dr. Lewers, Dr. Crorr said that 
tubercle bacilli had not been definitely demonstrated. 
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The PRESIDENT said he was surprised to hear that tubercle in the 
uterus in the majority of cases was confined either to the cervix or to 
the body, for in the two cases that had come under his observation 
the whole mucous membrane from the os externum to the fundus of 
the uterus was affected, and he had thus been led to think that tubercle 
differed essentially in this respect from cancer. He was surprised to hear 
Mr. Targett say that it was easy to diagnose tubercle. Certainly it might 
be in the lungs, either clinically or post-mortem with the naked eye ; but in 
tubercle of the uterus he thought it was difficult, and even where a piece 
had been cut out and investigated microscopically it had been pronounced 
to be sarcoma. 

He referred to a case that he (Dr. Horrocks) had seen in a medical 
ward, and had diagnosed a follicular inflammation from the condition of the 
swollen cervix, which seemed filled with ovula nabothii. She was trans- 
ferred to the care of Dr. Galabin, who cut a piece out, and after careful 
microscopic investigation came to the conclusion that it was sarcoma, 
and removed the uterus by vaginal hysterectomy. It was examined at the 
Royal College of Surgeons by Dr. Goodhart and someone else, and tubercle 
bacilli were found. 

Tubal Gestation.—Dr. Amanp Routu showed a specimen of a 
Fallopian tube ruptured towards its fimbriated end in two places. 

The patient was a multipara, aged twenty-five, who, when about six 
weeks pregnant, was seized with collapse and all the signs of intra- 
abdominal hemorrhage. When the abdomen was opened the peritoneal 
cavity was found to be full of blood, and the ovum in its intact membranes 
was found to be adherent to the edge of a rupture on the posterior aspect 
of the right Fallopian tube near the fimbriated end. The tube was ligatured 
off and removed, and was then found to be ruptured both anteriorly and 
posteriorly. The patient rallied well from the operation, and made an 
easy convalescence. 

The tube at its uterine extremity was normal in size for 1 c.m. of its 
length, but its lumen was impervious. Then it widened out into a thin- 
walled sac, the distension reaching as far as the fimbriz, which appeared 
as so many finger-like processes proceeding from the sac. 

The tubal gestation sac measured 6 c.m.in length by 2°5 c.m. in width 
through its greatest diameter, being more or less fusiform in shape. The 
walls of the sac had ruptured both anteriorly and posteriorly. 


BRITISH GYNAECOLOGICAL SOCIETY. 
Meeting, Thursday, April 10, 1g02. 
Dr. J. Hattipay Croom, President, in the Chair. 
Dr. MacnauGHTon-JoneEs read notes of A Case of Miscarriage and 
Difficult Labour after Ventrofixation. He described the firm and 
extensive adhesion of the uterus to the abdominal wall, as ascertained 


subsequently when removing an ovarian blood-cyst from the same patient, 
and inferred that ventrosuspension, or fixation of the doubled round liga- 
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ment (Olshausen’s operation), was, in women not past child-bearing, a 
safer proceeding than ventrofixation, the legitimate field for which was a 
limited one. 

The Presipent then read a paper on Deciduoma Malignum, as to 
the etiology of which he said that the latest view was essentially the same 
as that brought before the Society by Dr. Haultain in 1899, the con- 
sensus of opinion now being that it was an epitheliomatous new growth, 
the result of pregnancy, and derived from the coverings of the chorionic 
villi, and not a sarcoma. This view was supported by the age of inci- 
dence of the disease—from seventeen to fifty-five—sarcoma being very | 
rare before thirty-five. In 60 per cent. of all the cases the disease 
followed that intense proliferation of the villous epithelium known 
as myxomatous degeneration or hydatidiform mole. Even when this was 
not the case, characteristic symptoms generally appeared within a few 
weeks, or months, of labour or abortion, though one instance had been 
reported two, and another four, years after the last known pregnancy. 
Hemorrhage, intermittent but so profuse and frequent as to cause pro- 
found anemia, was generally the first symptom, and in nearly all cases a 
characteristic feature; but exceptionally, the primary area of active 
growth, owing to migration of the malignant villi, was deep in the uterine 
wall, or even outside it, in the vagina, ovary, or elsewhere, and naturally 
hemorrhage then might not occur. A foetid discharge mixed with blood- 
clots and shreds of tissue was common, and the early degeneration of the 
growth was followed by extreme cachexia from absorption of toxines of 
decomposition, and, in default of timely operation, the patient, if not 
carried off by metastases in some vital organ, rapidly succumbed to 
exhaustion. A case, exceptional in several respects, had been under his 
own care. A woman of forty-four had had amenorrhcea for four months, 
leucorrhcea with a foul watery discharge suggestive of ordinary malignant 
disease rather than deciduoma, and had been for some weeks conscious of 
a swelling in her hypogastrium which extended halfway up to the 
umbilicus. In her left labium there was a tumour the size of a walnut, 
at first supposed to be a cyst of Bartholin’s gland, but which proved 
to be a typical deciduoma malignum. The sound, when passed into 
the enlarged uterus, seemed to touch friable tissue; but the hemorrhage 
on its withdrawal was of the slightest, and never since the onset of the 
amenorrhcea had she had any hemorrhage whatever. She was neverthe- 
less extremely anemic and cachectic, sank very rapidly, and, lung com- 
plications appearing, died before it was possible to operate. Her last 
known pregnancy had terminated in an ordinary miscarriage six years 
previously, and it is hard to suppose that any products of conception could 
have remained latent in the uterus for six years, and then have undergone 
malignant proliferation. The only alternative was that her amenorrhcea 
was due to conception, though she never had any hemorrhage or other 
sign of abortion, and, except characteristic elements of deciduoma 
malignum, no evidence of pregnancy was found in the uterus. Specimens 
of the disease from the uterus and metastases, and microscopic sections 
illustrated the case. 
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GLASGOW OBSTETRICAL AND GYNECOLOGICAL 
SOCIETY. 


Meeting, Wednesday, February 26, 1902, 
Dr. Rosert JARDINE, President, in the Chair. 

Dr. A. W. Russet showed a cyst of the round ligament removed 
from a girl of nineteen. 

The PresiDENT read a paper on A Case of Pregnancy in a Primi- 
para, aged Twenty-seven, with a Uterus Bicornis or Didelphys 
and Double Vagina. The patient was seen at the beginning of the second 
month of pregnancy complaining of pelvic pain and severe vomiting. An 
examination three weeks later led to the diagnosis of a double uterus 
with the right half pregnant. The double vagina was not then recog- 
nised, and it was thought that only one cervix existed. The septate 
vagina was discovered on examination at the onset of full-time labour. 
The left vagina only had been penetrated, and communicated with the 
non-gravid uterus, from which decidual tissue was removed. The right 
vagina had an intact hymen with a very small opening. This was ruptured 
to admit the finger, when the cervix of the right uterus was found slightly 
dilated and the head presenting. Dilatation was effected by Barnes’ 
bags, and delivery completed by forceps. The vaginal septum was 
removed after labour. The probable manner of impregnation was dis- 
cussed, and the paper concluded by a reference to the dangers likely to 
arise during parturition. 

Dr. A. W. Russet read a paper on A Case of Uterus Septus with 
Double Vagina in which pregnancy occurred after removal of the 
vaginal septum, and was completed normally. The patient, aged twenty- 
seven, complained of dyspareunia shortly after marriage. An examination 
under anesthesia showed a septate vagina; the uterus was also divided 
into two lateral halves by a complete septum. The vaginal septum was 
removed to relieve the dyspareunia. Pregnancy soon occurred, but the 
patient aborted at the end of the second month. She again became 
pregnant, and abortion threatened, but she carried to full time. Labour 
was normal. Examination two weeks later showed that the uterine 
septum had ruptured, and the uterine cavity was then single. 

Dr. Munro Kerk read a paper on Caesarean Section, with Notes 
of a Series of Nine successful Cases. After briefly detailing the cases, 
he discussed some points connected with the operation. He attributed 
much of his success to the fact that few of the cases were in labour, 
that they had not been examined before admission to hospital, and that 
great care was taken to avoid infection. The abdomen and vagina were 
thoroughly disinfected. The catgut used was boiled for thirty minutes in 
alcohol. He followed Professor Murdoch Cameron’s method in his first 
six cases, using the pessary, and incising the uterus longitudinally. The 
uterine wound was closed by interrupted catgut sutures. In his last three 
cases he employed the transverse fundal incision. He found that by this 
method the child was easily extracted, and the uterine wound more satis- 
factorily stitched. It was not his experience, however, that bleeding was 
less, nor was the placenta less frequently cut down upon. 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNCOLOGICAL SOCIETY. 


Meeting, Friday, March 21, 1902, 
Dr. S. Buckey, President, in the Chair. 


Fibroma of the Ovary.—Dr. J. W. Martin (Sheffield) showed a 
specimen of the above removed by abdominal section from a married 
woman, aged thirty-four, the mother of three children. She had com- 
plained of pain in the left iliac region, radiating across the abdomen and 
down the thigh. Menstruation was regular, but very painful during the 
flow. There had been some loss of flesh. The tumour was very hard 
and irregular in outline. There was no ascites. The other ovary was 
healthy, and was not removed. Microscopic examination showed the 
growth to be a true fibroma. The sections which were exhibited showed 
the absence of any degenerative or malignant changes, and that the growth 
was composed of dense fibrous tissue. 

Large Cystic Fibro-myoma of the Uterus.—Dr. J. W. Martin 
also showed this specimen, removed from a young single woman, aged 
twenty-four. The patient when examined presented the appearance of 
a full-term pregnancy. The uterine tumour extended to the ensiform 
cartilage. In parts there was indistinct fluctuation. There was milk in the 
breasts. The menstrual flow, always scanty, had diminished greatly from 
Easter until August, 1901, and then was entirely absent until November. 
There was cedema of the abdominal wall. The sound entered the uterus 
for 24 inches. The case was regarded as one of ovarian tumour. 

On opening the abdomen, the growth was found to be attached to the 
fundus of the uterus in its whole breadth. The uterus itself and the 
ovaries appeared healthy, and were left untouched. The growth was 
amputated from the fundus uteri by antero-posterior flaps, the bleeding- 
points ligatured, and the flaps sutured. The abdomen was closed, and 
the patient made an excellent recovery. The microscopic examination 
showed the tumour to be a fibro-myoma. 

Fibro-myoma blocking the Pelvis —Dr. E. O. Crorr (Leeds) 
showed a uterine fibroid, weighing 8} pounds, which he had removed 
successfully from a widow, aged forty-eight. The abdominal tumour 
was about the size of a seven to eight months pregnant uterus, but in 
addition a large rounded mass almost completely filled the pelvis. The 
bladder and cervix were pushed up above the symphysis pubis. An 
extensive separation of the bladder was required, but eventually the whole 
mass was delivered through the wound and amputated through a stump, 
which consisted of little more than the normal cervix. The abdominal 
mass consisted of a large spherical fibro-myoma, about 8 or g inches in 
diameter, arising in the upper and anterior wall of the uterus. The uterine 
cavity was seen lying almost horizontally below this in a position cor- 
responding to the conjugate diameter of the pelvis. The pelvic mass 
consisted of one or two fibro-myomatous growths developed from. the 
posterior wall of the body of the uterus, and projecting into Douglas's 
pouch. The actual pressure symptoms had been slight—viz., a little 
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swelling of the legs and some discomfort from weight, which had been 
relieved by wearing a belt. Noticing the way in which the tumour fitted 
the pelvis, it is obvious that a very slight increase in its size, from 
congestion or oedema, would have at once caused impaction. 

Sarcoma of the Cervix Uteri—Dr. W. Watrer (Manchester) 
exhibited a uterus removed by vaginal hysterectomy. A sessile polypus 
had been first removed from the anterior lip of the cervix, which was 
found to be a round- and spindle-celled sarcoma. On extirpation of the 
uterus a nodulated mass the size of a filbert was found, involving the mucosa 
and muscular wall just above the internal os. The microscopic appear- 
ance of the nodule was similar to that of the polypus. 

Czsarean Section Twice and Embryotomy Once in the Same 
Patient.—Dr. Natuan Raw read a paper on this subject.* 

Discussing the paper, Dr. Ltoyp Roperts said he had not in his 
recent cases sterilized the patient, and would at present hesitate to do so, 
even if requested by the patient herself. The chances of success of the 
Czesarean section were now so good, even when performed for the second 
time, that he doubted if one ought to consent to sterilize. He would 
advise his patient to risk a second, or even a third, Cesarean section. 
He thought that in Dr. Raw’s case of a single woman she was bound to 
take the responsibility on herself, and that sterilization or repeated 
induction of abortion were not justifiable. In a married woman the 
patient had more right to decide for herself after due consideration of the 
facts. As to operative details, he would not wait for labour to commence ; 
he would undertake the operation deliberately, with all preparation, before 
pains had come on. If the placenta lay in front, the incision must be 
carried rapidly through, and the bleeding could be soon controlled. In 
Czesarean section it was especially important to remember that the greater 
the rapidity of the operation, consistent with effectiveness, the better. He 
did not think it advantageous to attempt to secure adhesion of the uterus 
to the abdominal wall. 

Dr. WALTER concurred with the line of practice adopted by Dr. Raw. 
He agreed that sterilization was not justifiable in a single woman. He 
would not refuse to perform it in a married woman, if the reasons were 
sufficiently cogent. It was certainly not correct to say that adhesion of 
the uterus to the abdominal wall was the rule after Caesarean section. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 


Meeting, Friday, March 14, 1902, 
Dr. ANDREW Horne mm the Chair. 
Specimens were exhibited by Drs. GLENN, ALFRED SmitH, Pureroy, 
and the PRESIDENT. 
The Report of the Rotunda Hospital for the Year 1900-1901 was 
then read by Dr. Pureroy. During the year, 1,905 women were admitted 
to the maternity department of the Rotunda Hospital, of whom 1,610 were 
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confined, and 300 were discharged not being in labour. Among those 
treated were found some of the rarest concomitants of pregnancy, viz., 
emphysema, puerperal aphasia, and pulmonary embolism. During the 
year three deaths occurred: (1) patient moribund on admission; (2) an 
emaciated cachetic patient, in labour for some days before admission, 
succumbed after Czesarean section, rendered necessary by uterine fibroids ; 
(3) an elderly patient with contracted pelvis, who died after induction of 
premature labour, unusually protracted by inertia of the uterus and morbid 
adhesion of the placenta. The dispensary attendances during the year were 
10,741. In the extern maternity department 2,175 cases were treated, 
including 286 cases of abortion, 18 of accidental hemorrhage, 6 of placenta 
previa, 27 of postpartum hemorrhage, and 7 cases of prolapse of the funis. 
In the intern maternity 1,616 cases were treated, of whom 549 were primi- 
pare. The operations performed included 66 forceps cases, 24 cases of 
manual removal of the placenta, 10 cases of version, and 1 case of 
Cesarean section. There were 19 cases of accidental haemorrhage, g of 
placenta previa, 36 of postpartum, and 1 of secondary, hemorrhage. The 
presentations included 43 cases of breech, 5 of face, 8 of footling, 20 of 
occipito-posterior, 6 of transverse, and 10 cases of prolapse of the funis. 
Of multiple pregnancy there were 14 cases, all of which were twins. 
Episiotomy was practised in 18 cases, chiefly as an aid to forceps 
extraction ; the single incision in the mesial line was invariably adopted. 
Ophthalmia occurred in 4 cases during the year. The attack was mild 
in all, and had entirely subsided before the infant left the hospital. A red 
vaginal discharge, having the characters of menstrual fluid, was observed 
in 2 infants, beginning on the second day after birth, and lasting four or 
five days. The causes of puerperal morbidity included mastitis in 4 cases, 
influenza in 2, bronchitis in 3, phthisis in 1, pleurisy in 1, mania in 1, 
syphilis in 2, erythema in 2, inflamed piles in 1, rheumatism in 1. In 
12 cases the cause of the morbidity was not ascertained. The report 
dealt very fully with the case of that rare and interesting condition, puer- 
peral aphasia. The patient was aged twenty-three, a primipara, of 
healthy appearance. Her pregnancy had proceeded most favourably till 
the beginning of the ninth month, at which time her husband, one day 
returning from work, found her in bed and unable to speak anything but 
the word ‘ Yes.” At the same time he observed large quantities of vomit 
on the floor. The case of pulmonary embolism occurred in a primipara, 
aged thirty-four, who made a good recovery. Messrs. Johnson and Sinclair 
recorded 7 cases of this affection, but this was its first occurrence during 
Dr. Purefoy’s term of mastership. 

At the termination of the reading of the report it was decided to 
postpone the discussion until the next meeting of the Obstetrical Section. 
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REVIEWS OF RECENT BOOKS. 


TaNDLER unD Hasan: ‘Topographie des Weiblichen Ureters mit 
besonderer Beriicksichtigung der pathologischen Zustande und 
der Gynakologischen Operationen.’ Wien und Leipzig: W. 
Braumiiller, 

The anatomy of the ureters has come into special prominence in 
Gynecology mainly since the development of uterine extirpation. 
Prior to this it was known that they ran risk of injury or ligature in 
cases of extraperitoneal cysts requiring enucleation, but this accident was 
a comparatively rare one. 

In Obstetrics, it was known that they might be involved in cervical or 
vesical lacerations during difficult operative labours ; and during the brief 
time of the resurrection of gastro-elytrotomy (Thomas's operation) a good 
deal of attention was paid to their relations to the vaginal incision, and 
several papers from American sources dealt with them under this aspect. 

It may be finally added that the advances in ureteral catheterization, 
due mainly to Pawlik and Kelly, have also shown the importance of 
a thorough knowledge of their relations both in diagnosis and treatment. 

Hitherto our best guides to ureteric relations have been found in the 
text-books and special articles by Waldeyer and also by Kelly, and the 
latter has, in his ‘Operative Gynecology,’ given a very full anatomical 
and practical account, with admirable plates. 

The present atlas of Tandler and Halban is, however, quite a new 
departure, as not only is the normal anatomy given fully in specially 
prepared dissections and sections, but the ureteric relations are shown in 
the various stages of the now many operations involving their neighbour- 
hood. It is this specially that makes the whole work of incalculable value 
to the gynecologist. 

We may briefly indicate some of the facts brought out in the plates. 

Plate I. displays the ureters viewed through the brim and in undis- 
turbed relation, as only the small intestines have been lifted out and the 
left ovary and tube drawn forward. 

One point specially indicated is the blood-supply of the ureter. Where 
the ovarian artery crosses the ureter it gives a branch (arteria ureterica 
superior) to it; lower down is the inferior ureteric artery, a branch of the 
uterine. The renal artery vascularizes the uppermost part of the ureter, 
and the vesical the lowest. This is of some importance, as in the abdominal 
operations for advanced cancer of the uterus by Wertheim and others, 
where the peritoneum over the ureter is slit open, necrosis of the ureter 
has been found sometimes to occur, owing to disturbance of its blood- 
supply. In this pelvis the ovary and tube covered the ureter. 

In Plate II. the uterus is divided transversely at the level of the os 
internum, and the halves of the corpus thrown forwards and laterally. This 
shows very well the ureteric relations to the uterine artery, and is of 
importance, of course, in supravaginal amputation of the fibroid uterus. 

In Plate IV. part of the left bony wall of the pelvis is removed as far 
back as the acetabulum and ischial spine, to show the uterine artery crossing 
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the ureter. The relations of the bladder, vagina, rectum, and anus are 
well shown. 

The front incision, to expose the ureter in its lower part, is well shown 
in Plate V. The incision through the abdominal wall is made at the 
outer edge of the right rectus and in the Trendelenburg position. The peri- 
toneum is then pushed up, and the urete rexposed above and below, where 
the uterine artery crosses it. As the lower end of the incision goes down 
as far as Poupart’s ligament, the deep epigastric is necessarily divided. 

The retroperitoneal exposure is shown on the right side. The incision 
reaches from the tip of the eleventh rib to the junction of the outer and 
middle thirds of Poupart’s ligament. The abdominai muscles being drawn 
well to the opposite side, the unopened peritoneum passes with it, and 
there are then well seen, from the middle line to the right side, the following 
structures: peritoneum unopened, the ovarian artery and ovarian plexus, 
ampulla of ureter, external and internal iliac arteries, and lastly, the psoas 
muscle. At the top of the wound the lower edge of the adipose capsule 
of the kidney is evident, and between the psoas and external iliac the 
inferior vena cava with glands is just seen. Both these plates are of great 
value and interest in relation to removal of the ureter for tuberculosis. 

When Freund introduced his memorable operation of abdominal 
extirpation of the cancerous uterus, the immediate mortality was so high 
as to lead to its abandonment. Since then, however, operative technique 
has made so many advances that now cases where the parametrium is 
infiltrated or even the ureters involved, are not considered inoperable. By 
means of the Trendelenburg position and the exposure of the ureters by 
splitting the peritoneum over them, apparently hopeless cases can be 
operated on, although certainly with a high immediate mortality. Such 
operations are thus anatomically possible, but the crucial question of 
return of the disease has not yet been settled. 

The relations where, after opening the abdomen for such total removal, the 
peritoneum has been incised over the ureter so as to expose it to the deeper 
dissection necessary, are admirably portrayed in Plates VII. and VIII. 

The next three (IX. to XI.) give the relations from above and laterally 
after panhysterectomy for fibroids, and leave sii to be desired in the 
way of clearness of information. 

In Plates XXXI.and XXXII -quitea unique condition is figured as seen 
from above and in section—viz., a bladder developed between the layers 
of the right broad ligament, and looking exactly like a broad ligament cyst 
in the view from above. 

Two plates illustrating the relations in vaginal hysterectomy are 
exceedingly valuable, and some of the rarer conditions, such as ureteric 
fistula after operation, ureteric relations in. puerperal inversion of the 
uterus, in cystocele, in Kraske’s operation, and in the full-time pregnant 
uterus, make up what may honestly be termed the most outstanding 
contribution to accurate surgical anatomy that has been made, at any 
period of surgery, and one only possible in a medical school with the 
enviable wealth of anatomical and pathological material to be found in 
Vienna. Its careful study by every gynecologist is imperative. 
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